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Mr. President and Members of the House 
of Delegates: 

At this Convention we are completing the 
one hundred and eleventh year as the parent 
association of organized medicine in South 
Carolina. It is my purpose today to give you a 
short resumé of my activities as your president 
during the past year. I will try to acquaint 
you with some of the problems that confront 
us today. 

During the year I attended a number of 
county and district medical meetings, the ex- 
ecutive council of the Woman’s Auxiliary, the 
opening exercises of the Medical College, and 
county officers’ meeting. It was my pleasure 
to address several of these meetings. Legisla- 
tive-wise we have been able to travel a rather 
tranquil course. Very few adverse issues have 
arisen during the year. Most of them have re- 
quired a minimum of effort on the part of the 
president and council. In the main they were 
disposed of by our committee on Legislation 
and Public Policy under the able leadership of 
its chairman, Dr. Frank C. Owens. 

A trial program for improving our public 
relations was recently authorized by council. 
Its purpose is to disseminate correct and 
proper information about current medical 
events that would be interesting and _ in- 
formative to the general public through the 
lay news media in the state. Dr. Joseph I. 
Waring, Editor of the Journal, was named by 
council to direct this program. The trial bal- 
loon was to extend from March, 1959, through 
this meeting. I hope the Association will de- 
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cide to authorize its continuation through the 
coming year. It is my opinion that consider- 
able benefit can come to the Association 
through such a program, 

During this past February I attended the 
National Blue Shield Professional Relations 
Conference in Chicago. Presidents of all the 
state medical associations were invited to at- 
tend. I think all attended or had representa- 
tives there. The conference was most interest- 
ing. Many excellent addresses and several 
panel and group discussions were on the pro- 
gram of events. All were extremely interest- 
ing, especially in view of the fact that a pro- 
gram is being rapidly developed to enter into 
the field of coverage for our senior citizens. 
During the year I attended our Blue Shield 
Board of Directors meetings in Columbia and, 
after listening to the discussions at the Pro- 
fessional Relations Conference, I, more than 
ever, realize that the organization in this 
State is second to none in the country. This is 
our plan and should be given one hundred 
percent support, especially during the coming 
years that will be critical ones for organized 
medicine. 

Many organizations, both government and 
private, are interested in the problems of the 
senior citizen. What can be done to make his 
life one of comfort and security is the urgent 
question to be answered. There are many 
facets to this problem and every element of 
daily living ought to be examined in the light 
of all factors, including those peculiar to the 
elderly individual and, also, those common to 
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all persons. 

Medical and health problems of aging and 
the aged embrace special social, economic, 
physiological, psychological, and occupational 
considerations. Approaches to the solution, 
prevention, or reduction of these problems 
affect both young and old. They call for com- 
munity and individual action. 

Preparation for old age must begin in youth 
and continue throughout life. This need for 
preparation has become increasingly impor- 
tant, It should be recognized and acted upon 
by all people. Due to the present and the 
anticipated size of the aged population it is 
imperative that medical societies at all levels 
foster efforts aimed at: 

(1) Stimulation of a realistic attitude to- 
ward aging by all people. 

(2) Extension of effective methods of 
financing health care of the aged. 

(3) Expansion of skilled personnel training 
programs and improvement of medical 
and related facilities for older people. 

(4) Promotion of health maintenance pro- 
grams and wider use of restorative and 
rehabilitative services. 

(5) Amplification of medical and _ socio- 
economic research in problems of aging. 

(6) Leadership and cooperation in com- 
munity programs for senior citizens. 

Of first importance is a broad understanding 
by all people of the ways in which the aging 
processes and the special requirements ot 
older people affect the lives of every person. 
To accomplish this calls for a broad and 
energetic educational program using all the 
resources of the individual doctor, the county 
society, and the state and national Medical 
Associations. 

Older people cannot be isolated and rele- 
gated to a “do-nothing” status. The individual 
and his family should be advised as to how to 


_ meet the needs relative to the aging process. 


They should be made to realize their primary 
responsibility, Labor and industry should re- 
evaluate their ideas about arbitrary retirement 
based on chronological age and avail them- 
selves of the full capabilities of the senior 
citizen. From the moment of conception the 
process of aging begins. Too many people fail 
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to realize this and avoid thinking about th« 
day when they must retire. Consequently nc 
preparation is made during their younger 
productive years for this retirement period. Ii 
comes to them as a form of psychologica! 
death. To avoid this one must plan for retire- 
ment during his younger life. In doing this 
many of the health problems of aging can be 
avoided or mitigated and a major part of the 
emotional and social hazards by-passed. He 
must prepare himself for the large drop in 
income and acquire an adequate insurance 
plan to prepay all or part of his health ex- 
penses. Everyone should have regular physical 
examinations on a yearly basis throughout life. 
In this way disease can be detected early and 
a cure effected in most instances. 

During the last fifty years medicine has 
contributed, substantially, to the increase in 
our life span and to the rehabilitation of the 
sick and injured. All physicians should be con- 
scious of an obligation to assist their patients 
in achieving the best in life for themselves by 
using all of the diagnostic and therapeutic 
procedures necessary to aid in improving the 
patient’s physical and mental capacities. He 
should guide and encourage the patient in the 
use of non-medical resources that can assist 
him in becoming a self-sustaining individual. 
The patient and his family should be made 
conscious of the importance of regular ex- 
aminations and their responsibility of keeping 
accurate records of physical examinations, 
past illnesses and preventive medical pro- 
cedures they have had. By this means many 
diseases can be detected before they have 
progressed too far to be cured. 

Voluntary health insurance programs should 
be made available to all persons, including 
those over 65 years, and the cost of this insur- 
ance should be in a range compatable with 
the insured’s ability to pay, especially in the 
older age group. Indigent medical care pro- 
grams should be supported by adequate funds 
on the local level. The local appropriating 
bodies should be advised and prodded to 
recognize their responsibility in the care of 
older people who are unable to finance their 
own health care. All physicians recognize the 
fact that their art and science belong to all the 
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ick—rich and poor alike. Therefore, many 
nillions of dollars of free medical care are 
siven to indigent patients each year by their 
loctors. 

Current experiments by health insurance 
companies, Blue Shield and Blue Cross in- 
dicate that, despite difficulties, solutions to 
special insurance problems of the aged can 
be found. Doctors, everywhere, should en- 
courage and foster new efforts in this field. 

Because of the anticipated growth in the 
aged population the need for qualified per- 
sonnel trained to care for older people is 
obvious. This growth in the aged population 
is creating shortages of skilled personnel. 
Therefore, special efforts should be made to 
enlarge the number of persons qualified to 
work with older people at all levels of medical 
training. 

Medical schools, hospitals, and nurse train- 
ing programs should include this subject in 
their curricula and condition the thinking of 
physicians and allied professional personnel 
for new needs in care of the aging. This must 
be done by medicine on a continuing basis. 

Facilities for the care of our senior citizens, 
afflicted with long-term illness, should be de- 
veloped in every county through aid from the 
Hill-Burton Construction Program and local 
contributions, or by extension of F.H.A. type 
loans to non-profit and proprietary health 
facilities serving the aged. 

Research is important in all phases of medi- 
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cine and should be encouraged in the field ot 
the aging. By this means a realistic basis for 
evaluating the needs of elderly people will be 
provided and successful resolutions of their 
problems will be attained. 

The encouragement of local programs for 
older persons should be a major activity of 
medicine, especially those that emphasize 
self-help and independence by the senior citi- 
zen. Kindness, companionship, and a little at- 
tention will do much to keep the elderly per- 
son well and happy. 

This organization’s committee on aging has 
been very active and has worked hard to 
complete a constructive program for dealing 
with the situation in so far as it affects medi- 
cine in our State. Many other organizations are 
also vitally interested in the problem. A State 
committee has been appointed composed of 
representatives from each interested group so 
that an over-all program of action can be de- 
veloped to more effectively meet the needs of 
all phases of the problem. 

I wish to express my appreciation of the 
many kindnesses of many people, during the 
year just passed. Especially would I like to 
thank the officers, committee chairmen, the 
Council, and the Woman's Auxiliary for their 
unfailing support. Without the help of others 
little could have been accomplished. Because 
of the loyalty and cooperation of members of 
the Association my term as president has been 
an enjoyable and rewarding one. 
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of the gastrointestinal tract, colon can- 
cer offers the best prognosis. The aver- 
age five year survival rate in unselected series 
of cancer of the colon and rectum approxi- 
mates 50%.':5-6.10.12.14 Actually cure rates 
of 85% might be expected in cases in which 
mesenteric lymph nodes are uninvolved and 
in which a satisfactory cancer extirpative 
operation has been performed. 

By comparison, survival statistics of cancer 
of the esophagus and stomach should impress. 
Cure rates of 20% or better for stomach can- 
cer are unusual. Figures of 15% or less are 
common, Almost no one survives carcinoma of 
the esophagus for five years after the diag- 
nosis has been made. There is only one re- 
corded survivor of esophageal cancer beyond 
five years in the large experience of the Medi- 
cal College Cancer Clinic. 

Several factors favor operative cure of colon 
cancer. Metastases to nodes can be removed 
easily with the mesentery. Long lengths of 
colon can be sacrificed without physiologic 
harm to the patient. Distant blood-borne meta- 
stases are not common. Vascular metastases 
are usually limited to the portal circulation 
and therefore to the liver. In general, colon 
cancers grow slowly. Long survival with ex- 
tensive intra-abdominal metastases is not un- 
usual. 

When the diagnosis of cancer of the colon 
has been made, adequate preoperative prepa- 
ration must be planned. Evidence of meta- 
stases does not negate exploratory operation, 


' since local resection of the tumor while not 


curative will prevent obstruction and increase 
survival time. 
Preoperative Preparation of the Colon 
Improvement in operative morbidity and 
mortality in operations for colon cancer has 
resulted in part from preoperative reduction 
of the bacterial flora of the large bowel. Peri- 
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O' all the devastating malignant growths’ 


tonitis complicating colon operations is now 
distinctly uncommon. The broad spectrum 
antibiotics are not suitable agents for steril- 
izing the large bowel preoperatively. The 
great disadvantage is the outgrowth of re- 
sistant organisms which often does or may 
eventuate. The poorly absorbed sulfas, sulfa- 
suxidine and sulfathalidine, are partially suit- 
able. In addition, a bacteriocidal antibiotic is 
desirable; and neomycin, because it is poorly 
absorbed, and because ‘of its wide spectrum, 
has been satisfactory for this purpose. 

The preoperative regimen includes sulfa- 
suxidine in divided daily doses for five days. 
Neomycin is added 24 hours preoperatively. 
Whereas, we have had unfailing success with 
the combination of sulfasuxidine and neo- 
mycin, recent evidence indicates that kana- 
mycin is more effective. A major advantage of 
kanamycin is that toxicity after intraperitoneal 
administration has not been reported. Respira- 
tory arrest following intraperitoneal dosage of 
neomycin has occurred in the author’s experi- 
ence. Of course, sulfasuxidine, neomycin, and 
kanamycin can be administered rectally and 
through colostomy stomata. 

Whereas the importance of altering the 
bowel bacterial flora has been stressed, the 
mechanical cleansing of the bowel is im- 
portant. This is accomplished by enemas and 
saline laxatives. A liquid diet is given several 
days before operation. Discrimination in 
evaluating the presence, or the degree, of ob- 
struction in the individual case will recom- 
mend or interdict both enemas and laxatives. 

The Treatment of Obstruction 

Obstruction, if present, must be relieved. 
This is always accomplished best by a colo- 
stomy proximal to the obstructing lesion. For 
lesions at the hepatic flexure, the colostomy 
can be made in the ascending colon, or ex- 
teriorizing cecostomy can be performed. For 
obstructing lesions in the transverse colon, the 


178 THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 


a 
0 
( 
i) 
4 
| 


olostomy should be made in the ascending 
colon. This also applies to lesions at the 
splenic flexure. For lesions in the descending 
or sigmoid colon, the colostomy can be con- 
veniently made in the transverse colon. In all 
instances, the colostomy site is planned and 
made so that the colostomy is later resected 
with the lesion. This has always given satis- 
factory results and averts a later operation for 
closure of the colostomy. This latter operation 
usually entails resection of the colostomy be- 
cause of edema of the bowel, and is seldom a 
simple procedure that it would seem to be. _ 

A barium enema should be performed to 
localize the obstructing lesion and to plan the 
colostomy site. This should not be neglected 
in favor of the automatic transverse colostomy. 
Seldom is the patient too ill to withstand the 
rigors of diagnostic barium enema. Nor is the 
usual patient too ill to undergo sigmoidoscopy, 
which implies no more risk in the obstructed 
patient, than in a non-obstructed individual. 

The exteriorizing cecostomy in lieu of colo- 
stomy is occasionally performed, particularly 
in carcinomas of the ascending colon. If the 
ileo-cecal valve is competent and obstruction 
of the right colon is present, the lower right 
colon and cecum may become precariously 
distended, The exteriorizing cecostomy in this 
circumstance is more desirable than bypassing 
the lesion with ileo-transverse colostomy which 
is an operation of greater magnitude. 

Without reservation tube cecostomy or tube 
colostomy is never performed. Neither opera- 
tion has merit, and each is ineffectual.?7 Often- 
times, the good results attributed to such op- 
erations are due to the concomitant use of a 
naso-gastric or enteric tube which is accom- 
plishing bowel deflation, or in circumstances 
where obstruction, if actually present, is mild. 
It should be emphasized that while gastro-in- 
testinal tube decompression may afford relief 
in large bowel obstruction which is not ad- 
vanced and of short duration, this is a danger- 
ous practice to pursue if the ileo-cecal valve 
is competent. 

This is not meant to disparage the im- 
portance of tube decompression. Gastric or 
long tube decompression always is used 
initially in the obstructed patient, to relieve 
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the small bowel distention that is concomitant- 
ly present, and to prevent continued overflow 
of small intestinal content into an already dis- 
tended large bowel. During this period the 
patient is prepared for a necessary de- 
compressive operation. His general status can 
be evaluated, dehydration and electrolyte im- 
balances corrected, anemia treated, and pain 
relieved. 

Technical Considerations of Definitive Surgery 

The technical performance of the operation 
for cancer of the colon assumes great im- 
portance. Primarily an adequate length of 
colon should be removed. Where curative op- 
eration is possible, small resections are de- 
cried. The length of colon to be removed is 
dictated in part by the lymph drainage of the 
bowel segment involved, The mesentery with 
contained nodes must be removed with the 
specimen. A margin in length of colon of at 
least 15 cm. and preferably 20 cm. from the 
edge of the cancer should be realized. In 
actual practice, this is seldom a problem ex- 
cept in low sigmoid lesions where the resection 
must be carried into the rectum. The small 
resection with a V of mesentery is not a cura- 
tive operation, because lymphatic channels 
and nodes, both of which may harbor meta- 
static cancer are left. Nothing short of com- 
plete extirpation of the appropriate mesentery 
with a long segment of colon is an adequate 
operation. The accompanying illustrations 
demonstrate recommended resections for 
lesions at various levels. 

The demonstration of loose cancer cells in 
the lumen of the colon has been recorded. 
These cells have been shed from the lesion 
and are increased in number by manipulation 
of the tumor. Some of these cells may implant 
into a fresh surgical wound, and this would 
explain some recurrences in the anastomotic 
line. At operation, careful handling of the 
tumor should be practiced. Squeezing the 
tumor and manipulating the bowel while re- 
solving indecision at which level to resect 
are deleterious practices. Tapes should be tied 
beyond the ends of the tumor to minimize the 
number of free cells in the bowel lumen.? 

Cancer cells have been demonstrated in the 
mesenteric veins draining the bowel tumor and 
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Figures 1-5 

Dotted lines enclose the area of the colon and 
mesentery to be removed, when cancer occurs in 
shaded portion of the colon. 

Lymph nodes (not illustrated) are disposed along 
the vessels in the mesentery. Lymphatic channels in 
the right colon mesentery and the transverse mesocolon 
communicate. Those in the left colic mesentery com- 
municate to the left transverse mesocolon. Lymphatic 
channels from the sigmoid and rectum drain to nodes 
in the mesentery of all branches of the inferior 
mesenteric artery. 


The appropriate defunctionalizing procedure in 
order of preferance, when obstruction is present is 


in the peripheral blood stream.4-8-9:'11| The 
number in either location may rise precipitate- 
ly with manipulation of the tumor. Therefore, 
the blood supply of the involved segment 
should be ligated early in the operation. This 
must be done at the most proximal site of 
anticipated division of the vessels in the 
mesentery.2, This is a_ vitally important 
maneuver, since death following curative re- 
section for colon cancer is most often the re- 
sult of hepatic and other visceral metastases 
via the mesenteric veins.4 
Role of Chemotherapy 

Considerable interest in chemotherapy has 
been engendered by the identification of can- 
cer cells in veins draining tumor areas and in 
the general circulation. The exfoliative cytol- 
ogy of colon cancers invites study because of 
simplicity. The mesenteric veins are long and 
accessible for acquisition of blood samples. 
Effect of tumor manipulation and other fac- 
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tors on showering of cells into the vascular 
system can be studied. Likewise, the effect of 
local or general chemotherapy on the shower 
of cells can be evaluated. Since vascular meta- 
stases are seldom outside of the portal circula- 
tion, a relatively limited area of potential 
spread can be studied. Since the extent of the 
operation can not be anatomically extended, 
and since case finding probably will not be 
hastened significantly, it is reasonable to 
assume that the next potential avenue of im- 
provement in cure rates lies in destruction of 
exfoliated cells in vascular channels, 
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The presence of cancer cells in the mesen- 
teric veins and peripheral blood implies that 
some of these cells have the propensity to grow 
when trapped in capillary systems. Some treat- 
ment must be directed to destruction of these 
cells, Cole and co-workers® have demon- 
strated the effectiveness of nitrogen mustard 
in destroying free cells, cancer cell counts 
being markedly reduced after mustard solu- 
tion is given. Lavage with mustard solution of 
the peritoneal cavity or any operative wound 
through which a cancer is excised, should re- 
duce the incidence of wound implantation.'> 

The use of chemotherapeutic agents is not 
without danger. However, there has been a 
broad clinical trial of nitrogen mustard and 
dosage schedules for this drug have been 
established. We have been using the schedule 
suggested by Cole.® During the operative pro- 
cedure, 0.1 mg. per kg. of body weight of the 
mustard solution is given intravenously. 
Another 0.1 mg. per kg. of body weight is 


diluted to 500 or 1000 ml. and used as an ir- 
rigating solution in the wound through which 
the cancer is excised, On the first and second 
postoperative days, 0.1 mg. per kg. is given 
intravenously. In a small series of both private 
and service type patients, one case of severe 
leukopenia has developed. This responded 
satisfactorily to treatment. As experience ac- 
crues, a more effective agent may evolve. Cur- 
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rently, other cytotoxic agents are being in- 
vestigated throughout the country. 

Chemotherapy as described is being used 
not for the effect on the gross tumor, which 
effect in the past has been disappointing, but 
to eradicate small clumps of cells in the blood 
stream and in wounds which may propagate 
themselves as metastatic or recurrent foci of 
cancer. Therefore, if the gross tumor can be 
cured operatively, the exfoliation of tumor cells 
which occurs before and during operation can 
be treated. If this is successful, we can look 
forward to diminished recurrence rates, 
lessening metastatic disease, and increasing 
cures. 

We feel that the use of chemotherapeutic 
agents is a striking advance in the therapy of 
various cancers. At the present time the author 
advises the use of nitrogen mustard as de- 
scribed in all operations for cancer. 

Polyps and Sigmoidoscopy 

The origin of many colon cancers from pre- 
existing polyps is becoming a definite surgical 
concept. Therefore, the eradication of colon 
polyps is necessary. Barium enema with air 
contrast, and sigmoidoscopy, are employed for 
demonstration of polyps in the colon pre- 
operatively. 

At all operations for colon cancer, the lumen 
of the remaining large bowel should be ex- 
amined with the sigmoidoscope to detect other 
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polyps which may be present. If found, they 
should be removed and frozen section should 
be requested. Further resection of the colon is 
mandatory if the polyp so discovered is de- 
termined to be malignant. The author insists 
that coloscopy should be a vital part of all 
operations for cancer of the colon. Before de- 
finitive operation, sigmoidoscopy should be 
performed to detect or treat polyps, if present, 
in the rectum and lower sigmoid. Cure of can- 
cer of the colon by a satisfactory operation 
using precautions and safeguards outlined, is 
futile, if the surgeon has not examined the pa- 
tient with the sigmoidoscope, who may have a 
malignancy or pre-malignant lesion in the 
rectum. 
Professional Problem 

It should be apparent from the foregoing 
that bowel resections for cancer of the colon 
should be performed by experienced surgeons. 
Unfortunately, the occasional surgeon will ad- 
vance his cutting career by attempting a bowel 


resection. These operations are almost always 
inadequate as concerns length of colon and 
mesentery removed. These are usually wedge 
resections of the bowel or less. While post- 
operative recovery may be prompt and un- 
eventful, the later occurrence of metastases is 
greater. To those who are privileged to work 
in places of referral for problem cases, the in- 
competence of such operators is quite ap- 
parent. It is unfortunately true, that this same 
denouncement applies to the surgeon who 
practices in his specialty, and who by lack of 
his own ability or knowledge, is incapable of 
offering to his patient the benefit of progressive 
aids made available to him by his colleagues. 

Since the patient with cancer of the colon 
has the better opportunity of cure than pa- 
tients with lesions in other parts of the gastro- 
intestinal tract, he should be given the ad- 
vantage of good surgical treatment. This latter 
quality is not necessarily invested in all who 
operate. 
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control of multiple myeloma should be- 

gin with the predominant role of 
urethan in the treatment of this neoplastic dis- 
ease. Almost one half (46%) of the 485 pa- 
tients surveyed in this study were on urethan 
therapy, and a remission rate of 87%, calcu- 
lated from the reports giving both the number 
of patients treated and the number respond- 
ing, is one of the highest among all leading 
antileukemic and antilymphoma agents.* 

ACTH and cortisone rank second in the 
management of multiple myeloma, but less 
than one in seven of the patients listed in 
Table I were treated with these hormones, 
and a remission rate of 50% is only fair. Only 
9 of 31 recorded remissions were classed as 
good, whereas with urethan the count was 90 
good to 70 fair. 

Stilbamidine, triethylene melamine (TEM), 
and nitrogen mustards are three other fre- 
quently employed chemicals in this study, but 
the numbers treated are too limited to have 
statistical significance in calculations of re- 
mission rates. Almost a score of chemicals are 
grouped under miscellaneous agents, and these 
account for practically one tenth of the pa- 
tients of Table I. The 36 remissions in this 
group indicate that some of these chemicals 
give promise of wider usefulness in the future 
control of multiple myeloma. 


A n evaluation of the chemotherapeutic 


Table I 
Chemotherapy of Multiple Myeloma 


No. of No. of No. of 


Chemicals Cases References 
air 
Urethan 222 90 70 32 
ACTH /Cortisone 64 9 22 26 
Stilbamidine 41 2 15 12 
TEM 36 1 5 15 
Nitrogen mustards 30 18 2 10 
Miscellaneous 4l 12 24 31 


Miscellaneous Chemicals 
Several radioisotopes have been used in the 
management of multiple myeloma. Lindgren 


°* Sampey, J. R., Am. J. Surg. 95, 970 (1958); 
J. South Carolina M. A. 54, 53 (1958). In press. 
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reported good relief from pain and promising 
bone changes in 4 patients on P** therapy. 
Norin recorded prolonged relief of pain in 
one of 11 cases on this isotope, and lessening 
of pain in 2 others for 2 weeks. Cooper noted 
some palliation in 2 cases on radiophosphorus. 
In 2 reports Block described good remissions 
in 4 patients treated with As**. Kriss found 3 
objective and 5 subjective responses to I'** 
treatments in 1954, and the following year he 
reported 3 of 7 patients were improved clinic- 
ally up to 7 months with radioactive iodinated 
serum albumin (RISA), while 4 of 9 gained 
strength and had less pain up to 15 months on 
I’** alone. Anderson discovered a high con- 
centration of Ca‘ in the bone after administra- 
tion of this isotope, but the response was 
poor, and Ca‘* has too long a life to risk the 
formation of bone sarcoma from its use in 
multiple myeloma, Greenberg recorded good 
results with 

Several chemicals of wide usefulness in the 
control of leukemia and Hodgkin's disease dis- 
played very limited application in multiple 
myeloma. Two reports by Fountain and one 
by Petrakis showed no prolonged benefit with 
6-mercaptopurine. Petrakis also noted no ap- 
preciable benefit either from myleran in 2 
cases of multiple myeloma, and Hyman de- 
scribed negative results in 4 patients on this 
cancerocidal drug. Holly found colcemid had 
no effect on 3 patients. And finally Wright re- 
ported only slight improvement in 4 of 8 cases 
on folic acid antagonists, while Burchenal 
found no response in one. 

Phosphoramides gave better palliation in 
multiple myeloma. Shay described good sub- 
jective response in a patient on thio-TEPA, 
and Wright reported one of 7 showed some 
improvement with this compound. Maney de- 
scribed the development of thrombocytopenia 
in one patient on thio-TEPA. 

Paterson observed fair response to triethy- 
leneiminotriazine (M9500) in 2 publications, 
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and Shanbrom employed E39 or ethylene- 
imino-quinone in the palliative treatment of 
2 patients. Two cases failed to respond to 
guanazolo, according to Wright, and Kirsch 
found diamidine exerted little effect in one 
patient. Ramioul recorded clinical improve- 
ment and some recalcification in one case on 
pentamidine therapy, and Greenspan observed 
some palliation in 4 patients on alpha-pelta- 
tion. Kabakow noticed relief of pain in 12 
cases, following use of mytabrienediol, and de- 
crease of calcium in the urine in 8 of 11 cases. 

Antibiotics have shown little effects in multi- 
ple myeloma. Coste described one complete 
hematologic remission in 3 patients given 
Aureomycin. Actinomycin C gave some relief 
in one case, according to Field, and Gregory 
also noted some improvement in a patient on 
bacillus subtilis as an antibiotic. 

Limitations of Chemotherapy 
Several limitations to the chemotherapeutic 


management of multiple myeloma have been 
reported. Four of these are associated with 
urethan therapy: Sanchez described toxic re- 
actions observed with this drug; Flanagan at- 
tributed toxic nephrosis and massive hepatic 
necrosis to urethan, while Hazlett recounted 
the death of a patient with fulminating hepatic 
necrosis on combined urethan and cortisone 
therapy, and Kenny added a case of liver 
damage from urethan. 

Gillhespy reported all 6 patients on stil- 
bamidine were made worse. Kellock described 
a fatal duodenal perforation during predni- 
sone treatment. Several multiple myeloma pa- 
tients of Kenny developed a rapid downhill 
course due to ACTH therapy, and Maney 
found thrombocytopenia developing in a pa- 
tient on thio-TEPA. 


Acknowledgments. The National Library of Medi- 
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Greenville General Hospital made available the 
original literature. 


REFERENCES 


— J., et al, Clin. Sci. London 15, 567-85 

9! 

Block, M., et al, J. Lab. Clin. Med. 41, 499-515 

(1953) 

Block, M., et al, ibid. 34, 1366-75 (1949) 

Burchenal, J. H., et al, Am. J. Med. 7, 420 (1949) 
Cooper, W. M., Am. Pract. 2, 852-4 (1951) 
Coste, F., et al. Rev. Rhumat. 17, 569-72 (1950) 
Field, J. B., Calif. Med. 86, 305-8 (1957) 
Flanagan, J. F., Arch. Int. Med. 96, 277-80 (1955) 
Fountain, J. R., Ann. N. Y. Acad. Sci. 60, 439-46 

(1954) 

Fountain, J. R., Brit. Med. J. 1, 1119-24 (1955) 

ass R. O., Birmingham Med. Rev. 18, 289-96 
9 


Greenberg, J., et al, Proc. Am. Assoc. Cancer Res. 2, 
303 (1958 ) 

Greenspan, E. M., et al, J. Natl. Cancer: Inst. 14, 
1257-75 (1954) 

Gregory, J. E., South Med. J. 43, 397-403 (1950) 

Hazlett, B. E., et al, Blood 10, 76-80 (1955) 

Holly, P. B., et al, Proc. Am. Assoc. Cancer Res. 2, 
215 (1957) 

Hyman, G. A. and Gellhorn, A., J. Am. Med. Assoc. 
161, 344.9 (1956) 

Hyman, G. A. and Reese, A. B., ibid. 162, 1368-73 
(1956) 

Kabakow, B. _ Spencer, H., Proc. Am. A. Cancer 
Res. 2: 312, 1958 


Kellock, I. A. and Sclare, G., Brit. M. J. 1:930, 
1957. 


Kenny, J. J. and Moloney, W. C., Ann. Int. Med. 
46; 1079, 1957. 

Kirsch, J. and Vulpian, P., Thérapie 6; 231, 1951. 
, a J. P., et al, Proc. Am. A. Cancer Res. 1; 27, 
9! 


Kriss, J. P., et al, Radiology 65; 241, 1955. 

Lindgren, E., et al, Acta radiol. 36; 49, 1951. 

Maney, B. E. and Shen, S. C., Proc. Am. A. Cancer 
Res. 2; 324, 1958. 

Norin, T., Nord. med. 58; 1254, 1957. 

Paterson, E. and oe ey J., Brit. J. Cancer 5; 28, 

1951. 

Paterson, E. and Boland, J., Acta Unio internat. 
contra cancrum 9; 112, 1953. 

Petrakis, N. L., et al., Cancer 7; 383, 1954. 

Petrakis, N. L., et al, Ann. New York Acad. Sci. 
60; 492, 1954. 

Ramioul, H., Acta clin. belg. 5; 523, 1950. 

Sanchez Medal, I., Gac. Méd. Mexico 83; 443, 1953. 

Shanbrom, E. and Miller, S. P., Proc. Am. A. Can- 
cer Res. 2; 345, 1958. 

Shay, H., et al., Arch. Int. Med. 92; 628, 1953. 
— B. P., et al., Harlem Hosp. Bull. 4; 151, 

D2. 

Wright, J. C., et al., J. Natl. M. A. 43; 211, 1951. 

Wright, J. C., et al., Acta Unio internat. contra can- 

crum 11; 220, 1955. 


184 THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 


= 
a 


MEDICAL COLLEGE CLINICS 
THE MEDICAL COLLEGE OF SOUTH CAROLINA 


ELECTROCARDIOGRAM 
OF THE MONTH 
Accelerated A-V Conduction 
Groom, M. D. 
Department of Medicine 

Case Record—A complete examination of a middle- 
aged lady complaining of arthralgias uncovered no 
objective evidence of organic disease. In particular, 
she acknowledged no symptoms suggestive of a 
cardiac disorder nor were there any physical or 
roentgenographic ‘indications of one. The peculiarity 
of conduction observed in her electrocardiogram is 
noteworthy as an incidental finding. 
Electrocardiogram—The abnormality in this tracing is 
the short P-R interval which measures slightly less 
than .010 sec. Throughout, the P waves appear to be 
of normal polarity, amplitude and width, but they 
merge directly into their QRS complexes without the 
usual intervening baseline. The rhythm is regular at 
a rate of about 70 per minute. 

No widening or notching is evident in the QRS 
complexes, of 0.06 sec. duration. They show some 
variation with respiration (notably in V:) and a 


vertical electrical axis which is directed downward 
from the two arms and toward the left leg electrode, 
aVf, where the deflection is entirely upright. As 
might be expected, height of the R waves decreases 
a little between V; and Vz as the electrode is moved 
further to the left of the vertical axis. 

Discussion—Less frequent and probably distinct from 
the Wolff-Parkinson-White! type of anomaly are 
cases such as this one in which the shortening of the 
P-R interval to 0.10 sec. or less is not accompanied by 
changes in ventricular conduction. There is no widen- 
ing of the QRS, no notching (delta wave) of its 
initial deflection, and the time from onset of the P 
to end of the QRS (P-J interval) is decreased. Hence 
this anomaly neither obscures evidences of infarction 
nor simulates infarction or bundle branch block, as 
the W-P-W type may, because ventricular conduction 
is unaltered. The assumption is that, since the P 
waves are normal, the origin and transmission of the 
impulse is normal as far as the A-V node where, for 
some reason, it is not subjected to the usual delay 
but is transmitted immediately to the ventricles along 
their regular conduction pathways. The peculiarity 
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appears to be simply one ot accelerated atrio- 
ventricular conduction. 

Both this and the W-P-W type of anomaly are seen 
in ostensibly normal hearts. Another similarity be- 
tween the two is their association with attacks of 
supraventricular tachycardia, although the associa- 
tion is reported to be less common among the cases 
having normal QRS complexes. If the mechanism is 
basically the same in both types it is difficult to under- 


stand how the aberrant ventricular conduction could’ 


fail to show. Conceivably it may involve an electro- 
cardiographically “silent” area of myocardium, as has 
been suggested, or the pre-excitation around or 
through a portion of the node might render the con- 
duction system refractory in some instances to the 
subsequent delayed impulse. Other theories postulate 
heightened transmission through an ischemic or other- 
wise damaged portion of the node, or a focus of in- 
creased irritability in the surrounding junctional tissue 
rendering it more vulnerable to excitation. Instances 
of accelerated A-V conduction in myocardial in- 
farction, hypertension with left ventricular failure, 
and thyrotoxicosis have been cited in support of 


these. But the very multiplicity of theories points up 
how little is actually known of the mechanism. 

Still another and intriguing explanation is that this 
may be a functional disorder related to autonomic 
imbalance. Vagal stimulation is known to be capabie 
of retarding atrioventricular conduction and, experi- 
mentally, the reverse effect has been produced by 
stimulation of the heart’s sympathetic innervation. 
Accelerated A-V conduction has been described as a 
transitory phenomenon under conditions of emotional 
stress, and P-R intervals of less than 0.12 are said to 
occur with more than ordinary frequency in electro- 
cardiograms of mental patients. Normally, of course, 
there is some shortening of the interval as the heart 
rate increases (especially in children), though rarely 
to this degree. 

Certainly in this case, and perhaps in most, there 
is insufficient evidence to substantiate any of these 
explanations. Accelerated atrioventricular conduction 
is generally considered to be an interesting normal 
variant. 

1. Groom, Dale. Electrocardiogram of the Month— 

Woiff-Parkinson-White Syndrome. J. South Caro- 

lina M. A. 53:180, May 1957. 


NEUROLOGICAL CONFERENCE 
MULTIPLE SCLEROSIS 
O. Ruetr TALBERT, M. D. 

The case this morning represents a disorder 
difficult to diagnose, especially in the milder stages, 
and probably considerably more frequent in occur- 
rence than we realize. 


Case presentation (Dr. T. F. Hassell): Mrs. M. is 
a 36 year old housewife who gives as her present 
complaint, “I’ve had trouble walking and with my 
eyes . 

The patient is uncertain as to dates of onset of 
many d her symptoms. She recalls an occasion about 
8 years ago when, while visiting her neighbor, she 
heard her telephone ring. She ran to answer it and 
her legs suddenly gave from under her causing her to 
fall. She thinks she had several similar instances of 
difficulty controlling her legs thereafter, but at- 
tributed it to overwork and the hot weather. 

In 1955 she became a policewoman, a job requiring 
prolonged standing and walking. She soon became 
aware that her legs fatigued quickly and she had to 
be changed from “walking a beat” to a desk job. Over 
the past 2 years weakness of the lower limbs had be- 
come increasingly evident. In the winter of 1957 she 
became unable to walk up or down steps without 
holding to the rail and even when walking on a flat 
surface she was noticeably unsteady. Within the past 
year the upper extremities have become weak or 
unsteady to t int that she can hardly hold a cup 
of coffee in her toe without spilling it. 

About 4 years ago she began to notice occasional 
transient diplopia while driving, reading, or watching 
television. 

In September, 1957 at her sister’s wedding she re- 
peatedly strangled while drinking punch, but at- 
tributed this to the fatigue and excitement of the 
occasion. 

In the past 3 months she has experienced urgency 
of urination and, on several occasions, she has been 
incontinent of urine. 

Four weeks ago she developed numbness and 


tingling paresthesia of the left 4th and 5th fingers 
which persists to the present time. 

Over the past 3 years she has been treated with 
ataractics and “mood ameliorators”. A year ago she 
was found to have a low basal metabolic rate. A 
serum protein-bound-iodine test was normal. She took 
dessicated thyroid for several months without benefit. 

Past history and family history reveal nothing rele- 
vant to her present illness. She married 17 years ago 
and has three children, ages 9, 10, and 15, all healthy. 
Her husband is healthy and the home situation is a 
happy one. 

On examination she is healthy in appearance, 
chubby but not obese. She is pleasant, alert, and well 
oriented. She speaks distinctly. There is a_ slight 
tremor to her voice that could be attributed to the 
excitement of the examination. Her general mood is 
a happy one. On one occasion while describing her 
symptoms she suddenly became tearful but quickly 
recovered her composure and apologized. Memory 
and general fund of knowledge are normal. The optic 
discs are normal and visual fields are full on con- 
frontation test. The eyes move conjugately in all 
directions and she converges well. On lateral gaze to 
either side a coarse bilaterally equal horizontal 
nystagmus develops. The remainder of the cranial 
nerves are intact. On the finger-to-nose test a mild but 
distinct ataxia is evident in both upper limbs, more 
so on the left. She does not sustain grip with the 
hands but no muscle atrophy or focal weakness is 
elicited. In walking she manifests no weakness of 
trunk or lower limbs, but when she turns to change 
direction unsteadiness is observed. This unsteadiness 
is very noticeable when she attempts to walk heel-to- 
toe or stand on one foot. There are no muscle 
fasciculations or other abnormal movements at rest. 
The tendon reflexes are hyperactive bilaterally, the 
right knee jerk and the ankle jerk being more active 
than the left. The toe response to plantar stimulation 
is repeatedly extensor on the right, normal on the left. 
Sensory testing wo normal response to pain, touch, 
position, and vibratory stimuli throughout, except in 
a small area over the left fingers aan she reports 
a subjective feeling of numbness and_ tingling. 
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stereognosis and tactile localization are intact. 

On the general physical examination no abnormali- 
ies are elicited. The skin is normal. The thyroid gland 
s of normal size. Cardiopulmonary functions are nor- 
nal. The blood pressure is 126/84 mm. Hg. There 
ire no skeletal deformities. 


DISCUSSION 

Dr. Talbert: Here is a patient who has been ailing 
now for some 4 or 5 years, and has gained the im- 
pression that her symptoms were “psychogenic”, no 
doubt because there has been very little other than a 
vague feeling of fatigue with a minimum of definite 
objective manifestations. On examination here this 
morning we are able to demonstrate very distinct but 
rather subtle abnormalities. Unless one is complete in 
the details of his neurological examination he is likely 
to miss them. In fairness I have to admit that in my 
own office examination preceding her admission to the 
hospital, I failed to elicit some of the findings later 
brought out by Dr. Hassell’s careful examination. 

In summary, this is a woman in her 30’s who tells 
us that for the past five years she has been bothered 
by diplopia. Since she took a job three years ago re- 
quiring considerable walking she has noticed that her 
legs fatigue easily and that she is unsteady on her 
feet. In fact, some difficulty in controlling the lower 
limbs apparently occurred as long as 8 years ago, but 
seems to have subsided. When she cooks a meal, as 
she goes through the required activities with her 
upper extremities, they are weak and unsteady. Then, 
4 weeks ago she developed numbness in the left 4th 
and 5th fingers and the lateral aspect of the hand. 
Several months ago she began to have difficulty with 
sphincter control. Now, if you put all these things 
together the history sounds impressive even if vague. 

Then on examination the first thing that strikes one 
is nystagmus, both horizontal and vertical. While 
horizontal nystagmus is not of good localizing value, 
the finding of vertical nystagmus is a definite indica- 
tion of brain stem disease. The one exception to this 
is that certain drugs, particularly the barbiturates and 
alcohol, may produce such nystagmus for a few 
hours. If one can rule out ingestion of these, vertical 
nystagmus should always be regarded as indicative 
of a disease process involving the brain stem. It is a 
sign that cannot be ignored under any circumstances. 
Then as you watch this woman perform, the next 
most outstanding abnormality is the disturbance of 
her balance. She cannot stand on one foot; she cannot 
walk a straight line to save her neck; yet there is no 
demonstrable weakness of the muscles to account for 
this. As she was walking there was a noticeable slight 
stiffness in her right leg. She did not move that leg 
quite as briskly as she did the left. Then there was the 
diminution of pain sensation that we demonstrated 
over the lateral aspect of the left hand where sub- 
jective numbness and paresthesias have been present 
for several weeks. The right ankle jerk is more active 
than the left. There is a Babinski sign on the right. 

She has, then, three systems involved. First, the 
disturbance of equilibrium in the absence of loss of 
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position sense indicates cerebellar involvement. 
Secondly, the stiffness of the right leg along with 
hyperactive tendon reflexes and Babinski sign on the 
right indicate pyramidal tract involvement. Thirdly, 
the complaint of paresthesia on the left and our find- 
ing of diminished pain sensation in the left hand 
indicate a disorder of more recent onset implicating 
the cutaneous sensory (i.e. spino-thalamic) pathway. 
Her history of recurrent diplopia suggests an impair- 
ment of the pathways serving conjugate ocular move- 
ments. This is borne out too by the finding of nystag- 
mus, although ocular movements are otherwise nor- 


mal at present. There is no indication of involvement 
of the peripheral nerves, nor do the signs indicate 
nuclear or other gray matter involvement. Although 
multiple systems are involved, the signs are those of 
tract disease, ie. bundles of fibers with their myelin 
sheaths which constitute the so-called “white matter” 
of the nervous system. One is led immediately to con- 
sider a disease of white matter occurring in a young 
adult and producing subtle changes over a period of 
several years. Multiple sclerosis is the most likely. 
Multiple sclerosis is a disease whose symptoms 
usually begin between the ages of 15 and 40. An out- 
standing feature is its tendency to appear in repeated — 
attacks, involving primarily the myelin sheaths of the 
nerve fibers in the white matter of the central nervous 
system, over a period of months or years. The attacks 
may vary in severity from one which produces only 
a vague sensation of numbness or paresthesias over a 
portion of the trunk or a limb to one in which there 
is temporary total paralysis of one or more limbs or 
blindness in one eye. Each attack characteristically 
produces symptoms that develop over a period of 
hours or several days, remain at a maximum for 
several days or weeks, then gradually subside in 
whole or in part. While improvement may be striking, 
each attack usually leaves its mark in the form of 
some slight degree of residual deficit of function. The 
long term effect of the disease, therefore, is to gradu- 
ally disable the patient. The rapidity of this disable- 
ment depends on: a) the frequency with which the 
attacks occur, b) the severity of each attack in terms 
of destruction of tissue, and c) the site of the lesion 
in the neuraxis. Some patients may begin their at- 
tacks at an early age and suffer repeated, severe ones 
leading to total disability in 3 or 4 years. Others may 
have only 2 or 3 episodes, each undergoing essentially 
complete remission and occurring years apart. Such 
patients are capable of a normal life span with no 
significant disability. It is this latter type patient in 
whom the diagnosis is most likely to be missed. 
While, as one might expect from a disease that 

ranges so widely over the nervous system, the clinical 
manifestations are many and varied, there are certain 
areas of white matter that seem particularly sus- 
ceptible. Therefore, there are certain symptoms and 
signs that are to be expected commonly. The optic 
nerves, the white matter surrounding the ventricular 
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system in the cerebral hemispheres, the brain stem, 
the cerebellum or its brain-stem connections, and 
spinal cord are the areas most frequently attacked. 
Retrobulbar neuritis, manifested by the development 
of temporary blindness in one eye or a central scotoma 
is the clinical manifestation of optic nerve involve- 
ment. Emotional lability with or without the de- 
velopment of pathological laughing and crying is in- 


dication of cerebral hemisphere white matter involve-. 


ment. In the brain stem, the most frequent manifesta- 
tions are: a) palsy of eye movements with resultant 
diplopia and nystagmus; b) vestibular involve- 
ment with resultant vertigo, impairment of equi- 
librium and_ horizontal nystagmus; c) cerebellar 
involvement with resultant ataxia, nystagmus and slur- 
ring of speech. A lesion in the brain stem may also 
involve the sensory and motor tracts passing through, 
resulting in an accompanying motor or sensory deficit 
in the limbs or trunk. A plaque in the spinal cord is 
most likely to produce paraplegia or paralysis re- 
stricted to one limb or an area of numbness and 
paresthesia over trunk or limbs along with disturb- 
ance of sphincter control. A peculiar manifestation 
that occurs with significant frequency is Lhermitte’s 
sign in which the patient describes a shock-like sensa- 
tion down the back and limbs on flexion of the neck. 
This is said to be due to a plaque in the posterior 
columns at cervical cord level. 

There is one final point worth emphasizing with 
regard to diagnosis. Because of the vague nature of 
some of the symptoms and the frequency with which 
one sees personality changes as a part of the clinical 
picture, the tendency is to make a diagnosis of psy- 
chiatric disease. This is especially true in the mild or 
early case in which objective findings are minimal or 
difficult to elicit. The diagnosis of hysteria, in particu- 
lar, is likely to be entertained when the patient mani- 
fests an euphoric attitude toward his complaints, com- 
plains of a vaguely outlined area of numbness over 
a limb, or manifests a dragging or clumsiness of the 
limbs without any demonstrable reflex changes or 


motor deficit on examination. Yet these are all fre- 
quent manifestations of multiple sclerosis. The only 
way to avoid this pitfall is to be painfully careful in 
the neurological examination of such patients, looking 
especially for nystagmus, a scotoma in the visual field 
of one or both eyes, and questioning the patient care- 
fully as to occurrence in the past of such symptoms 
as temporary unilateral blindness, vertigo, or transient 
paralysis or sensory phenomena. 

As to the management of patients with multiple 
sclerosis, the physician should make clear to the 
patient that the disease is not necessarily a dreadful 
one. In particular, it should be emphasized that the 
symptoms at hand will almost certainly improve and 
perhaps disappear completely. It should be empha- 
sized that a well regulated life with avoidance of 
excessive fatigue and exposure to infections or ex- 
tremes of climate is necessary. Continued activity 
within reasonable bounds should be encouraged. In 
certain cases physical rehabilitation in the form of 
bracing and other aids in ambulation are extremely 
valuable in helping the moderately disabled patient 
to continue a useful existance. As a group, these 
patients are surprisingly responsive to reassurance and 
mechanical aids. Since she has no focal weakness, our 
patient today is not a candidate for mechanical aids. 
She should be encouraged to continue her job but to 
request an assignment that does not require walking 
or standing beyond what she can accomplish without 
becoming fatigued or fretful. In general, she should 
be given an encouraging picture of her future, but 
avoiding excessive optimism. She should be told that 
whether she will have further attacks is entirely un- 
predictable, but that, should they occur, they too 
will run the general course of improvement. A diet 
of low fat content is considered beneficial in prevent- 
ing attacks by some authorities and is certainly worth- 
while in the patient who tends to excessive body 
weight. It is doubtful that anticoagulants or 
parenteral histamine, advocated by some, have any 
rightful place in the treatment of the disease. 
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NEW PLANS FOR CARE OF CHARLESTON COUNTY 
INDIGENT OF IMPORTANCE LOCALLY AND 
ALSO TO STATE 


H. Prioreau, M. D. 
Charleston, South Carolina 


It now appears inevitable that new arrangements 
will have to be made within a period of less than a 
year for the care of Charleston County indigent pa- 
tients. On account of the poor physical condition of 
the Roper Hospital Main Building, in which these 
patients are housed, the Commission on Accreditation 
has placed Roper Hospital on the second and final 
one year accreditation. According to the report: “At 
the time of the next survey, by the Commission, the 
hospital must come up to Full Accreditation for three 
years, or be dropped.” This leaves no real ground for 
hope that any extension of time will be granted. As 
Roper has no other space in which to place these pa- 
tients, and has insufficient funds to build a replace- 
ment for the Main Building, the long standing 
arrangement with the county for their care must come 
to a relatively abrupt end. It seems paradoxical that, 
due to circumstances beyond its control, Roper Hos- 
pital, in order to maintain its accreditation, must 
close the department most responsible for its present 
high professional standing. 

The seriousness of the situation is of importance 
beyond the humanitarian aspect. For many years the 
county indigent patients have been hospitalized at 
Roper under the professional care of the Medical Col- 
lege faculty. This arrangement has enabled Roper to 
serve the community as a highly accredited hospital 
with well developed services in the specialties. It has 
made available to the Medical College a large group 
of patients of a kind most valuable for undergraduate 
teaching and indispensable for satisfactory training 
of nurses, interns, and residents. 

This situation does not come as a complete sur- 
prise. It was foreseen some ten years ago. A few phy- 
sicians, who realized the seriousness of the problem 
ahead, made efforts to do something about it, but to 
no avail. In the past few years an increasing number 
of physicians have shown real concern over the ability 
of Roper, with its outmoded Main Building, to con- 
tinue to operate in the presence of severe economic 
competition. Only recently have county officials given 
any indication that they realize the urgency of the 
situation. The public is not yet convinced that ad- 
ditional hospital beds are needed in the Charleston 
area. Certainly it has felt no lack of facilities for the 
private pay class. It is doubtful if the public is now 
prepared to support a bond issue for the construction 
of a hospital to take care of the indigent. 

The manner in which the county indigent patients 
are to be hospitalized is of importance particularly to 
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the community, and also to the state. Their care by the 
county in close association with Roper Hospital would 
permit Roper to continue as an important teaching 
facility of the Medical College, and through this re- 
lationship to maintain its status as a highly accredited 
community hospital. Should the county indigent pa- 
tients be provided for otherwise, Roper would be 
forced to become a hospital essentially for private pa- 
tients, being able to take indigent patients only to the 
extent that income from endowments would allow, as 
well as any that may be provided for by tax and other 
sources. In such case the community would suffer by 
the loss to Roper of important facilities resulting in a 
much restricted hospital service. 

Should Charleston County indigent patients be no 
longer available to the Medical College, it would be 
deprived of a large group of patients most valuable 
for undergraduate teaching and indispensable for a 
satisfactory program of training nurses, interns, and 
residents. During the past year the billing charges for 
the care of indigent patients at Roper was $826,595.87 
of which $604,529.82 was appropriated by the county. 
These patients were hospitalized under conditions 
suitable for teaching and in immediate proximity to 
the Medical College. Compensation for such loss 
would be difficult financially and otherwise. 

At present there is no apparent satisfactory solu- 
tion to this pressing problem. It may be necessary to 
deal with it from both immediate and long-term 
aspects. 

It is to be hoped that Charleston County will de- 
cide upon new construction in proximity to Roper so 
that a close working relationship can be established 
between the two institutions. Effort should be made 
to retain the desirable features of the present arrange- 
ment and to remove the more controversial ones, in 
particular those dealing with cost allocation. As a 
long-term program, this plan would be to the best ad- 
vantage of the community and should be to the 
interest of the Medical College. Construction of such 
nature would require several years and would be de- 
pendent upon the passage of a bond issue. 

The immediate aspect poses a more difficult prob- 
lem. It is conceivable that the Roper Main Building 
can be continued in use for still several years, but its 
administration could not be under Roper Hospital at 
the cost of loss of accreditation. Renovation of this 
building has been advocated by some. Unless this 
could be accomplished in stages, it would be ac- 
companied by the problem of care for the patients 
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during the period of remodeling. Renovation of the 
Main Building has not met with the approval of the 
engineering firm engaged to make a survey. It would 
likely be short-sighted financially and a makeshift at 
best. To quote from the recommendations of the Joint 
Commission on Accreditation of Hospitals: “2. Old 
Roper is deficient in fire safety and is structurally 
difficult to maintain in a satisfactory sanitary condi- 
tion. There is considerable doubt whether these de- 
fects could be satisfactorily overcome even by a 
rather extensive modernization program.” 

A dispersal of the patients among the hospitals in 
the city may be possible, and not unlikely would have 
an appeal to the taxpayer. Most hospitals desire some 
indigent patients so as to raise their professional 
standing by having a type of service which is at- 
tractive to interns and residents. The county now owns 
two hospitals; Pinehaven and McClennan-Banks Hos- 
pital. The latter was built with provision for enlarge- 
ment by the addition of a second floor. Such a solu- 
tion may appear satisfactory from the humanitarian 
aspect, but it would make this group of publicly sup- 
ported patients serve no effective purpose in broaden- 
ing the scope and raising the standards of hospital 
facilities available to serve the community. Dispersal 
of the county indigent patients would also seriously 
impair their value as a source of teaching material for 
the Medical College. Every effort should be made to 
avoid it. 

With regard to the short term aspect of the prob- 
lem, the Medical College Hospital is the only physical 
plant in the area capable of caring for the Charleston 
County indigent patients as a group, and also housing 
the emergency department which is now located in 
the Roper Main Building. While the taking of a large 
group of indigent patients could retard its develop- 
ment as a referral institution, it would make possible 
a well-rounded educational program within its walls. 
The presence of the county indigent patients would 
enhance its value in undergraduate teaching and im- 
portant phases of resident training. Any resulting 


shortage of beds for the private patients of the full 
time faculty could be made up by placing some of 
their patients in other hospitals of the Medical Center 
group. If it is necessary for the Medical College to 
retain the professional care of this group of patients 
in order to meet its educational requirements, this 
may be the only possible solution for the immediate 
future. In such case, it should be considered as a 
temporary expedient to meet an urgent situation, 
pending action by the County to provide for its in- 
digent in a manner which will serve the medical 
needs of the community to best advantage. A real 
danger in such a plan would be efforts in some circles 
to continue it on a permanent basis. 

While the Medical College may meet its educa- 
tional requirements by taking indigent patients from 
other counties, the loss to the community resulting 
from a program of dispersal of the county indigent 
patients would be irremediable at least for some 
years. The result would be a restricted hospital ser- 
vice available to physicians not members of the col- 
lege faculty and to patients not eligible for admission 
to the Medical College Hospital. As county indigent 
patients are supported for the most part by local taxes 
they should be hospitalized in such a manner that 
they can be used for educational and training pro- 
grams which enhance the scope and the standards of 
medical care available to citizens of the community. 

While the Medical College Hospital is a valuable 
asset to the community in making available special 
skills and services, it does not relieve the community 
of the necessity of having its own hospital facilities 
adequate to meet its every day needs. It is difficult 
to make the average citizen aware that this is the 
case. Plans made in the next few months for the care 
of Charleston County indigent patients should not, in 
the long run, affect the development of the Medical 
College, but upon these plans will depend for some 
years to come the scope and standard of hospital care 
available to take care of the normal requirements of 
the community. 
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PRESIDENT’S PAGE 


It is with humility and pride that I assume the high office of President of the South Caro- 
lina Medical Association. Time waits on no one, yet it is a valuable essence of our being. It 
was just forty-six years ago that my distinguished father became the President of our society. 
His leadership and examples have set strides that have been difficult for me to follow. 


I take over the reins from a most worthy predecessor who has accomplished much and 
in particular the contribution on a voluntary basis, the giving of $10.00 per member to the 
American Medical Education Foundation. Let’s continue this gift to the Medical School as 
most of the donations help the South Carolina Medical College. It is where you have your 
money that one’s greatest interest lies. 


I am humble as your President and ask for guidance and expect co-operation. There are 
certain principles by which we must abide by to hold the respect of the public. The Hip- 
pocratic Oath should be reviewed and read every six months or at least yearly. We are a loose, 
yet close knit organization as we are prone to take everything on a personal basis. We must 
be broader in this respect and “Do Unto Others as You Would Have Them Do Unto You.” 


If you are in the practice of medicine, as most of us are, there are a few suggestions 
which I would recommend: 


1. Take care of your patients at all times, the rich and the poor alike. 


2. When not available have another doctor cover for you, especially the emergencies 
which should be promptly attended. 


3. Prescribe only what is necessary. 
4. Civic responsibilities and citizenship. 


Your preparation and education enhance you as a qualified participant in civic organiza- 
tions and government operations including politics, if you please. Let’s go Forward—“ONE 
FOR ALL AND ALL FOR ONE.” 


William Weston, Jr., M. D. 
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Editorials 


COUNTY MEDICAL SOCIETY 
OFFICERS MEET 

The 3rd Annual Conference of Medical 
Society Officers was held in Columbia on 
March 22 and proved to be a most interesting 
session. An indication of the content of the 
program follows. 

There was considerable discussion of the 
subjects listed, and the audience was particu- 
larly favored in hearing Mr. Leo Brown, of 
The American Medical Association, talk on the 
subject of Public Relations and to hear The 
Honorable Robert W. Hemphill speak on The 
Physician in the National Picture. The at- 
tendance was moderately good, but it seems 
a pity that it is not larger when such pertinent 
and current subjects are under discussion. 
Certainly this type of meeting is very much 
worthwhile, and it is to be hoped that in the 
future the word will get around that it is a 
most desirable experience. It is the type of 
meeting which is likely to cover subjects which 
are not exploited too widely at the usual an- 
nual meeting, and which are definitely of con- 
cern to every officer and actually to every 
member of the county societies of the state. 

An estimated 45 delegates from county 
medical associations attended the Third An- 
nual Conference of County Medical Society 
Officers held Sunday, March 22 at Columbia. 

The South Carolina Medical Association- 
sponsored session covered a broad field of 
problems ranging from county society busi- 
ness and finances to national legislation and 
public relations. 

Rep. Robert W. Hemphill, congressman 
from South Carolina’s Fifth District, closed the 


‘day-long meeting with a 30-minute address 


entitled “The Physician in the National Pic- 
ture.” Mr. Hemphill’s remarks can be found 
elsewhere in the Journal. 

Opening the session after lunch, Drs, Risley 
F. Haines of Columbia and Luther M. Mace 
of Barnwell presented a graphic picture of 
operating differences between the larger and 
smaller county associations in the state. Their 
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panel was moderated by Dr. J. Howard Stokes 
of Florence, treasurer of the South Carolina 
Medical Association. 

Dr. Haines noted that the Columbia Medi- 
cal Society embraces 219 members, maintains 
a library at Columbia Hospital and publishes 
both a magazine, “The Recorder,” and a 
monthly newsletter to members. Annual dues 
are $30 a year, of which $5 is earmarked for 
the Permanent Home Fund, and $2.50 for the 
library. 

By direct contrast, Dr. Mace described the 
Barnwell County Medical Society which is 
nine members strong. The members pay an- 
nual dues of $10 plus another $10 which is 
placed in the national Medical Education 
Fund. He said speakers have been difficult to 
obtain, but that the Barnwell Society has 
viewed a number of films which are available 
through pharmaceutical companies. 

The first panel discussion was preceded by 
an address of welcome from Dr. William 
Weston of Columbia, president-elect of the 
South Carolina Medical Association and 
senior Delegate to the American Medical 
Association. 

Dr. Frank C. Owens of Columbia, chairman 
of the South Carolina Medical Association’s 
Committee on Legislation and Public Policy, 
moderated the second panel which dealt with 
“Current Proposed Legislation.” 

Dr. Owens noted that the committee op- 
posed legislation proposed in the State Gen- 
eral Assembly which would have required the 
segregation of white and Negro blood after 
an investigation revealed the bill would result 
in the loss of about 15,000 pints of blood each 
year. 

He reviewed other legislative problems in- 
cluding the continuing effort to completely 
obliterate naturopath practice in the state. It 
was reported that police action has been taken 
in at least one case and that law enforcement 
agencies are being urged to proceed more 
diligently. 

Another panel member, Leo E. Brown of 
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Chicago, director of the Communications 
Division of the American Medical Association, 
discussed national legislation in the Congress. 

He said there was concern over the pos- 
sibility of a Presidential veto if the Keogh- 
Jenkins Bill passes the Senate. Mr. Brown 
noted the attempt to extend Social Security 
coverage into the health and hospitalization 
field, adding that a series of nationwide hear- 
ings probably will be held on the legislation. 

“These national meetings are regarded as 
an attempt to determine prevalence of support 
for this type of legislation,” he said and 
added: “These meetings do not minimize the 
threat of its passage, but only provide us with 
more time to show the inherent dangers in- 
volved.” 

Mr. Brown said that to prevent the pass- 
age of this type of legislation, the AMA 
should not merely object to its approval but 
should, instead, adopt a “positive program to 
analyze the needs of the aged and work out 
a method of providing care.” 

Dr. Julian P. Price of Florence, vice chair- 
man of the Board of Trustees of the American 
Medical Association, outlined the method by 
which national policy of the association is 
established. 

When there is no clearly adopted policy by 
the House of Delegates of the AMA, he said, 
proposed Jegislation in Congress is referred 
to the organization’s Council on Legislation 
which interprets intended policy and refers 
its recommendations to the Board of Trustees. 
The Board of Trustees makes the final de- 
cision on what policy position the AMA will 
take on any given piece of legislation, he ex- 
plained. 

Dr. Joseph I. Waring of Charleston, editor 
of the “Journal of the South Carolina Medical 
Association,” reported that the journal is now 
on a reasonably self-financing basis. He noted 
that papers for publication are difficult to ob- 
tain in South Carolina because of its relatively 
small size and added that secretaries of county 
associations could help immensely by pro- 
viding news items on their organizations’ 
activities. 

Dr. Waring said there will be a redoubled 
attempt to procure more publicity for state 
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medical activities and added that plans have 
been made for broad coverage of the forth- 
coming meeting of the South Carolina Medi- 
cal Association in May. 

Mr. Brown, who participated in an earlier 
panel, returned later in the afternoon with the 
intriguing speech topic, “Where Angels Fear 
to Tread.” His address covered public rela- 
tions. 

“The county society,” he said, “is the key- 
stone of the overall organization. It is at the 
county level that medicine is known at its best 
or its worst because of the quality of service 
rendered.” 

He remarked that public relations is “the 
public interpretation of what is done... . and 
not what actually is done. It is the transfer of 
action into public interpretation.” 

Every County Medical Society, he said, 
should constantly evaluate these six points: 
1. Emergency call systems. 2. Mediation 
committee and lines of remedy. 3. Press Rela- 
tions. 4. Speakers Bureau for purposes of 
health education. 5. Public service projects. 
6. Citizenship, the doctors role in his com- 
munity. 

Mr. Brown laid additional stress on the 
necessity for proper public interpretation by 
concluding: 

“Christ, himself, suffered because of bad 
public relations. He suffered not because of 
anything he did, but because what he did was 
misinterpreted or misunderstood.” 


NEWS 


Dr. Robert F. Hagerty, assistant professor of medi- 
cine at the Medical College of South Carolina has 
been named president-elect of the Southeastern So- 
ciety of Plastic and Reconstructive Surgeons. 


Dr. Robert A. Ross of the University of North 
Carolina School of Medicine is the new president of 
the Tri-State Medical Association. 

The physicians chose Dr. Furman Wallace, a 
Spartanburg, S. C., surgeon as president-elect. 


Dr. Lawrence S. Hester of Charleston was a mem- 
ber of a panel of speakers at the 7th annual clinical 
meeting of the American College of Obstetricians and 
Gynecologists in Atlantic City, N. J., April 6-8. 
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Dr. Ambrose G. Hampton, Jr. of Columbia has been 
appointed to the staff of the American Hospital of 
Paris for one year, and he and Mrs. Hampton have 
left Columbia for France. 

The appointment is a signal honor as the 32-year- 
old physician was chosen from doctors throughout 
the country. Only six medica! posts exist in the unique 
hospital, which was created by an act of Congress 
for the benefit of Americans visiting or living abroad. 
Openings on the staff are infrequent and in much 
demand by American doctors who would like to fur- 
ther their careers through practice in a foreign 
country. 


POLIO VACCINATION LAW PASSED 
IN NORTH CAROLINA 

A House vote of 73 to 3 March 6 made North 
Carolina the first state in the nation with a com- 
pulsory polio vaccination law. 

Over protests of “mass medication” the House 
lined up overwhelmingly. It passed the Senate two 
weeks before. 

Under its terms, six-year-olds must have certifi- 
cates of polio immunization to enter school next fall. 
The state will supply through local health depart- 
ments free shots for children whose parents are un- 
able to pay. The cost of approximately $100,000 a 
year would be borne by the contingency and emer- 
gency fund. 

“The state is assuming the responsibility of the 
parent for the well being of his child,” Rep. Kiser 
charged in attacking the law’s compulsory features. 

Dr. Rachel Darden Davis, House member from 
Lenior, answered it is “the right and privilege of 
every child to receive the benefit of this great new 
advance in preventive medicine.” 

Its passage was a new victory for Gov. Hodges, who 
earlier in the day told his news conference he is 
pleased with progress of his legislative program. “I 
feel very good about it,” he said. 


ANNOUNCEMENTS 


The University of Southern California School of 
Medicine will offer another Postgraduate Refresher 
Course in Hawaii and on board the S. S. Lurline 
from July 29 through August 15, 1959. Experience 
with last year’s course indicated that the participating 
physicians were able to devote more concentration 
than usual on the program because they were away 
from the distractions of private practice. It was felt 
that the teaching-learning process was improved be- 
cause of the informal and friendly relationship that 
grew up among the participating physicians and the 
faculty. 

In addition to the lectures, there will be work- 
shops in ECG and X-ray interpretation as well as 
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problems of water and electrolyte balance and the 
differential diagnosis of jaundice. During most hours, 
several programs run simultaneously so that the 
participating physician may pick and choose the 
topics most suited to his needs. 

Further information about the Course may be ob- 
tained by writing to the Director of the Postgraduate 
Division, USC School of Medicine, 2025 Zonal Ave- 
nue, Los Angeles 33, California. 


COMMITTEE ON AGING—A.M.A. 

A letter dated April 13 from Dr. Frederick C. 
Swartz, Chairman, Committee on Aging, American 
Medical Association, pointing out that on Wednesday, 
June 10, a special one-day session on “New Concepts 
in Aging” will be held during the A. M. A. Annual 
Convention in Atlantic City, which is from June 8 to 
12. This session will present to the practicing physi- 
cian a concentrated review of current thinking re- 
garding health care of the aged, and to provide them 
with concrete recommendations which they can trans- 
late to their own older patients. This will include 
four panels devoted to Diseases Among the Aged, 
Nutritional Counseling, Promoting Physical Fitness, 
and Motivating the Older Person. 

Cathcart Smith, M. D. 


The Woman’s Hospital Division of St. Luke’s Hos- 
pital in New York City offers a one week course in 
“The Conduct of Labor and Delivery”. This is for 
general practitioners and thirty hours Category I 
Credit is allowed by the American Academy of Gen- 
eral Practice. 

The course consists of lectures, demonstrations, 
work in the Prenatal and Postpartum Clinics and 
assistance in the~ Delivery Room. Enrollment is 
limited as to numbers. If interested, please write to 
Mr. Carl P. Wright, Jr., Director, Woman’s Hospital, 
141 West 109th Street, New York City for prospectus 
and details. The time of the course is October 8 
through October 14, 1959. Enrollment will close on 
September 15, 1959. 


MEDICAL COLLEGE OF GEORGIA 
and 
MEDICAL COLLEGE OF GEORGIA 
FOUNDATION, INC. 

Announce a Clinical Workshop On 

THE ILL NEWBORN INFANT 

May 26, 27, 28, 1959. Augusta. 
This course will focus attention on the ill newborn 
infant. The more common diagnostic problems will be 
discussed after an introductory session stressing the 
applicable physiologic deviations of these infants. 
Resuscitation, urgent surgery in the newborn, blood 
problems, post-maturity and the offspring of diabetic 
mothers will be presented by panels from the faculty. 
An open panel discussion is to be devoted to per- 
tinent questions submitted by participants. Dr. Bat- 
son of the Visiting Faculty will discuss “The Staphylo- 
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The skyline overlooking the world renowned Boardwalk in Atlantic City is seen from the vantage point of the 


famous Steel Pier. In June this 


seaside resort setting will become the center of activities when more 


than 15,000 physicians and their families journey to Atlantic City for the 108th Annual Meeting of the Amer- 


ican Medical Association. 


coccal Problem.” 
Faculty: 


Dr. Blair E. Batson, Professor and Chairman of the 
Department of Pediatrics, University of Mississippi 
Dr. Victor C. Vaughan, III, Professor and Chair- 
man of the Department of Pediatrics, Medical Col- 
lege of Georgia 
Dr. William E. Laupus, Assistant Professor of 
Pediatrics, Medical College of Georgia 
And other members of the faculty of the Medical 
College of Georgia. 
For Further Information Write: 
Dr. Claude-Starr Wright 
Department of Continuing Education 
Medical College of Georgia 
Augusta, Georgia 
Fee: $25. COURSE WILL BE LIMITED TO 
TWENTY PHYSICIANS. 
Application has been made to the American Acad- 
emy of General Practice for Credit I, 16 hours. 


The Postgraduate Obstetric-Pediatric Seminar 
which is sponsored by the Maternal and Child Health 
Divisions of the State Health Departments, and the 
Maternal Welfare Committees of the State Medical 
Associations of Georgia, Florida, Alabama and South 
Carolina is tentatively scheduled to be held August 
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20, 21, 22, 1959. The likely location will be Ellinor 
Village which is located approximately five miles from 
Daytona Beach, Florida. The program is being for- 
mulated and will be available for release soon. 


The 1959 annual convention of the National Society 
for Crippled Children and Adults will be held Nov. 
29 to Dec. 2 at the Palmer House, Chicago. 


FELLOWSHIPS IN MATERNAL AND CHILD 
HEALTH 
Harvard School of Public Health 
Maternal and Child Health Department 
Boston, Massachusetts 
The Department of Maternal and Child Health of 
the Harvard School of Public Health announces the 
availability of two Fellowships for the year beginning 
September 1, 1959, to be granted to physicians who 
wish to work for a Master of Public Health degree 
or other advanced degree in Public Health, with 
specialization in Maternal and Child Health. 
Candidates for these Fellowships should be gradu- 
ates of an approved School of Medicine and, in ad- 
dition, should have: 
A. Completed or be in process of completing the 
requirements for certification by the American 
Board of Pediatrics or the American Board of 
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Obstetrics and Gynecology, and give evidence 
of potentialities for satisfactory achievement in 
positions of administration, or teaching and field 
research; or 

B. Had specialized hospital training in pediatrics 

or obstetrics and experience in some aspect of 
a maternal and child health program, including 
school health or services for crippled children, 
preferably for at least a combined total of three 
years in training and experience. 

The plan of study and experience offered is in- 
tended to meet the needs of individuals who wish to 
become maternal and child health administrators, 
members of teaching and research staffs in a depart- 
ment of pediatrics or obstetrics where the community 
aspects of maternal and child health are included in 
the curriculum or pediatric or obstetric consultants 
for a public health agency. The program of study 
will include two periods of planned and supervised 
field experience and study in a maternal and child 
health program. 

The Fellowships will cover tuition and fees at the 
Harvard School of Public Health, an allowance for 
travel necessary in connection with the studies, a 
monthly stipend of $400 for maintenance during the 
period of actual study, and an additional $30 a month 
for each dependent. 

Inquiries about these Fellowships should be sent 
promptly to Dr. Martha M. Eliot, Professor of 
Maternal and Child Health, Harvard School of Pub- 
lic Health, 55 Shattuck Street, Boston 15, Massachu- 
setts, certainly before July 1, 1959. Application forms 
for admission to the School of Public Health and a 
catalogue of courses may be obtained from the Dean 
of Admissions at the same address. 


INVITATION TO PRESENT PAPERS 

The 13th International Congress on Occupational 
Health will be held in New York City at the Waldorf 
Astoria Hotel, July 25-29, 1960. The Scientific Pro- 
gram Committee invites submission of papers for 
presentation at the Congress. The Program will be 
devoted to the discussion of the following aspects of 
Occupational Health. 
. Administrative Practices 
. Medical Practices 
. Surgical Practices 
. Education and Training 
. Social and Legal Aspects 
. Environmental Hygiene 
- Influence of Environmental Factors in Health 
- Work Physiology and Psychology 
. Specific Industries 
. General 

Official Languages 

The official languages of the Congress will be 
English, French, German, and Spanish. However, 
papers may be read at the Congress in the language 
desired by the author. 
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HELP to HEAR 


write: 
AMERICAN HEARING SOCIETY 
919 Eighteenth St., N. W. 
Washington 6, D. C. 


TRUDEAU SCHOOL OF TUBERCULOSIS 
and 
OTHER PULMONARY DISEASES 
Forty-fourth Session 
1959 
The Trudeau School will hold its Forty-fourth 
Session from June 8th to 26th, 1959, and continues 
to provide a unique opportunity for training in the 
field of chest diseases. This annual postgraduate 
course, conducted under the auspices of the Trudeau 
Foundation and supported by the Hyde Foundation, 
is able to provide outstanding instruction at a minimal 
tuition of $100.00 for a three weeks session. At- 
tendance at the Trudeau School carries with it some 
distinction as well as a thorough review for special- 
ization in pulmonary diseases or for work in public 
health involving tuberculosis. 
All inquiries should be addressed to the Secretary, 
Trudeau School of Tuberculosis and Other Pulmonary 
Diseases, Box 500, Saranac Lake, N. Y. 


The American Venereal Disease Association has 
held its annual meeting April 27 and 28, 1959 in the 
Auditorium of Johns Hopkins Hospital, Baltimore, 
Maryland, in cosponsorship with the United States 
Public Health Service of the Tenth Annual Sym- 
posium on Recent Advances in the Study of Venereal 
Diseases. 
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NEW EXAMINATIONS ANNOUNCED BY 
THE U. S. CIVIL SERVICE COMMISSION 
Approximately 200 medical officers will be needed 

by the Federal government this year for professional 
assignment in all of the specialized fields of medicine, 
the Civil Service Commission has announced. Experi- 
ence requirements range from doctors who have just 
completed their internship, to those who have had 
highly responsible professional experience. The posi- 
tions are located throughout the United States and in 
foreign countries. Starting salaries range from $7,510 
to $12,770 a year. 

The major employers of medical officers in the 
Federal government are the National Institutes of 
Health; Army, Navy, and Air Force Installations 
(civilian service); the Public Health Service; Indian 
Service Hospitals; the Food and Drug Administra- 
tion; St. Elizabeths Hospital in the District of Colum- 
bia; and the Children’s Bureau. 

Federal Medical Officers have an opportunity to do 
challenging research work in helping to maintain 
national health and to search for the causes of human 
diseases. They also care for patients in hospitals, 
clinics, military establishments, and other Government 
organizations. The greatest need in these establish- 
ments has been in the fields of general medicine and 
surgery, nutrition, public health, tuberculosis, 
venereal disease, roentgenology, pathology, radiology, 
physical medicine and rehabilitation, and in psychi- 
atric medicine. Medical Officers serve as consultants 
in the administration of State medical programs, con- 
duct programs and supervise medical personnel in 
industrial establishments which are under the direction 
of Federal departments, or conduct health programs 
in a Federal agency. They also make medical de- 
cisions which affect the enforcement of Federal laws 
and claims for compensation on the basis of physical 
and mental disability, and perform many other types 
of administrative work. 

Doctors who desire further information regarding 
these positions should obtain a copy of Announce- 
ment No. 178 at a post office, or from the U. S. Civil 
Service Commission, Washington 25, D. C. Applica- 
tions will be accepted until further notice. 


DEATHS 


DR. JOHNSTON PEEPLES 
Dr. Johnston Peeples, 71 Hampton County physician 
for many years, died at his home in Estill April 15, 
after an extended illness. 


DR. E. H. THOMASON 
Dr. E. H. Thomason died in Johns Hopkins Hos- 
pital at Baltimore, Md. where he had been a patient 
for the last several weeks. He was born September 
26, 1908, at Honea Path and has been a general 
practitioner at Olanta since 1934 with the exception 
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of three years spent in the Army Medical Corps dur- 
ing World War Il. He was a captain and served most 
of the time in the European theater. A graduate of 
Wofford College and the Medical College of South 
Carolina, he interned at the General Hospital in 
Spartanburg and spent a year at State Park before 
coming to Olanta. 

Though a busy practitioner; he found time to 
render much service to the community. He was a 
steward and member of the Sunday school teaching 
staff in the local Methodist church, a charter member 
of the Olanta Lions Club, a member of the American 
Legion post, a member of the Masonic Lodge, a past 
president of the Florence County Medical Associa- 
tion, a trustee of the Olanta school for more than 12 
years and was a member of the American Academy 
of General Practice. 


The Thyroid Hormone-Plasma Protein Complex in 
Man. I. Differences in Different States of Thyroid 
Function by M. N. Hamolsky, Haskell Ellison 
(Charleston) and A. S. Freedberg. J. Clin. Invest. 
36:1486, Oct. 1957. 

Three series of experiments were carried out which 
showed that thyroid hormone from patients with 
diffuse toxic goiter, labelled either endogenously by 
prior I'*’ administration, or in vitro by the addition 
of I'** tagged—thyroxin, and infused into dogs, dis- 
appeared more rapidly from the circulation than 
similarly labelled thyroid hormone from euthyroid 
subjects; greater amounts of radioactivity were in- 
corporated in vitro into a rat diaphragm from thyro- 
toxic plasma labelled in vitro with 131 thyroxin or 
131 triiodothyronine than from similarly tagged 
euthyroid plasma, or euthyroid plasma artificially en- 
riched to hyperthyroid PBI levels. 

It was felt that the results were not adequately ex- 
plained by prevailing concepts and indicates that there 
is a difference in the qualitative nature of the thyroid 
hormone-protein complex in hyperthyroidism as com- 
pared to the euthyroid state or that there is a factor in 
the plasma of the hyperthyroid individual differing 
qualitatively or quantitatively in its effect(s) on the 
disappearance from the circulation, or on tissue uptake, 
of the labelled hormone moiety. 

The results show that the uptake from the thyro- 
toxic plasma was greater than from the euthyroid 
plasma. The uptake from the thyroxine plasmas was 
less than from the triiodothyronine plasmas. 
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THE COST OF BLUE CROSS 

(Editor's Note: The following are excerpts from 
an editorial which appeared in the January 5 issue 
of the Detroit, Michigan, Times. We are printing 
them because we think it spells out the matter of 
rising hospital costs clearly and simply.) 

“ What we all want—the public, the hospitals, 
the Blue Cross itself—is some fairyland solution in 
which everybody will get lavish care at a dime-store 
price. As long as we keep on living in such a dream 
world, we'll never solve anything. 

“Meanwhile Blue Cross is damned if it does and 
damned if it doesn’t—criticized by the unions, in- 
vestigated by the state and county because its costs 
keep rising, and opposed by a few hospitals if it 
tries to put some sort of sliding ceiling on costs. 

“We can see no prospect whatever that hospital 
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costs will decline. The nation is still in a phase of 
creeping inflation. The price of food, shoes, cars, and 
postage continues to rise. 

“So will the wages of nurses, maids, and orderlies; 
so will the price of sheets, soap, potatoes, and 
medicine. The cost of going to the hospital will keep 
gn rising, and we might as well stop kidding our- 
selves there is any way to let the cost of everything 
else go up and keep hospital costs steady.” 

“The whole thing come down, probably, to the 
exact attitude that all of us take when illness strikes. 

“We say, in an emergency, ‘I don’t care what it 
costs; I want the best.” Yet in between emergencies, 
we complain, ‘It costs too much.’ 

“There is precisely the point at issue. . . The issue 
is simple. The conflict is simple. And the answer, in 
a way, is simple. You can’t have things unless you 
want to pay for them. . .” 


THE SHAME OF IT 

The March 1958 issue of the Bulletin of the 
AAPHP discussed the crisis in state health depart- 
ment medical care programs for indigents created by 
the 1956 amendment to the Federal Social Security 
Act. The amendment specifically provided that federal 
funds for medical care programs for the indigent be 
administered by state welfare departments. The May 
issue of the Bulletin discussed the results of a confer- 
ence of state health officers and physicians with the 
Commissioner to the Social Security Administration, 
Mr. Charles I. Schottland, in which the latter informed 
the former that a state health department could re- 
ceive federal funds for its medical care programs only 
if the particular state welfare department conceded 
to allow this. This is another instance of the trend of 
directing medical programs into the jurisdiction of 
non-medical agencies due to the lack of medical 
leadership and the apparent discord of perspective 
between most sections of organized medicine and 
public health agencies. 

Following the above conference by some weeks, Mr. 
Schottland and Dr. L. E. Burney, Surgeon General 
of the U. S. Public Health Service, sent a joint letter 
to each state health officer which appeared to be a 
plea for each state health department to accept the 
state department of welfare as the logical responsible 
agency to administer medical care programs. How 
this responsibility became settled in welfare depart- 
ments is not discussed and most probably was evaded, 
since no agents in our country are more traditionally 
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involved in programs of medical care for the indigent 
than public health agencies and medical practitioners. 
The public health service was itself organized in 1798 
to give medical service to seamen. Since colonial times 
in America, the local governments of towns, town- 
ships, parishes, and counties took the responsibility of 
appointing physicians to minister to the health needs 
of the indigent. Since 1872, the developing school 
medical services were largely entrusted to health de- 
partments cooperating with school boards. The pro- 
vision of medical care to the indigent by welfare de- 
partments really received its greatest impetus rather 
recently with the passage of the Social Security Act 
in 1935. Not only is the welfare departments’ handling 
of medical care quite recent, but it is also very ag- 
gressive — aggressive enough to have begun the 
usurpation of the traditional responsibility of health 
departments and the medical profession. 

Has the Surgeon General merely acceded to the 
orders of his non-medical “bosses” in the Department 
of Health, Education, and Welfare, or has he bowed 
to the emotion-laden pressures generated by the more 
forceful of the confused elocutionists of organized 
medicine, or has he really expressed his frank senti- 
ments in this matter? 

If the trend of administration of medical care con- 
tinues in the direction of non-medical agencies, the 
shame of it will be that medical practice will eventual- 
ly become subject to those very forces which organized 
medicine is today so frantically but ineptly struggling 
against. 
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“Don’t be silly, Mrs. Skolsky—I’m only looking at 
your varicose veins!” 


Surgeon General Leroy E. Burney of the Public 
Health Service has announced that a “happy 
accident” of medical research has led to the discovery 
of a powerful new drug for the treatment of gout 
which is now undergoing clinical trial by scientists 
at the National Institute of Arthritis and Metabolic 
Diseases. 

The drug itself, zoxazolamine, is not new, Dr. 
Burney explained. It has been widely used for several 
years as a muscle relaxant, but its possibilities -in the 
treatment of gout are the result of a chance observa- 
tion made during studies of the drug’s metabolic 
breakdown in the body. 

Dr. J. J. Burns of the National Heart Institute and 
researchers at the Mount Sinai and Goldwater Mem- 
orial Hospitals in New York, under a grant from the 
National Institute of Arthritis and Metabolic Diseases, 
were studying the biochemical fate of zoxazolamine 
in the body when they noticed large amounts of a 
white crystalline compound accumulating in the urine 
of patients receiving zoxazolamine as a muscle relax- 
ant. 

At first the crystals were thought to be a break- 
down product of zoxazolamine, but chemical analysis 
showed that they were actually crystals of uric acid. 
It was this observation, made by Dr. Burns and his 
associates Drs. T. F. Yu, Lawrence Berger and Alex- 
ander Gutman, that gave the first clue to zoxazola- 
mine’s powerful anti-gout properties. 

A larger and more intensive clinical trial of zoxazola- 
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mine is now under way in gout patients, directed by 
Dr. J. E. Seegmiller of the Institute’s Arthritis and 
Rheumatism Branch. Studies to date have shown that 
the drug is approximately six times more potent than 
any other uricosuric drug now available. Although 
greater potency alone is not always significant (larger 
doses of less potent drugs can often produce the same 
effect as that from more potent drugs), the important 
advantage of zoxazolamine is that it produces a maxi- 
mum uricosuric effect that is much greater than any 
that can be produced by other drugs. 

In addition to zoxazolamine another uricosuric 
drug, known as sulfinpyrazone, still in the experi- 
mental stage, is being studied at the Institute. This 
drug also was developed by the same team of in- 
vestigators. The action of these two drugs appears to 
be additive, so that when they are given together 
they produce greater uric acid excretion than either 
drug does alone. 

The Surgeon General pointed out that these de- 
velopments may increase the range of therapeutic 
action available to the physician in managing “prob- 
lem” cases of gout, and promise relief to gout patients 
who have either not been helped by older drugs or 
cannot take them because of objectionable side effects. 


MERCY RIDES 2nd CLASS 
by 
William Barry Furlong 

In the next 24 hours, almost 30,000 Americans—20 
every minute—will be injured in some sort of ac- 
cident. Not all of them will need an ambulance or 
hospital car, but you may be among the thousands 
who will. What kind of treatment can you expect? 
Will you be helped or hurt by it? Will the cost in 
pain and money be relieved or aggravated by your 
emergency handling? 

Here’s one answer: “In serious accidents, almost as 
many people are severely damaged by what happens 
after an accident as by what happens in an accident,” 
says Dr. Robert W. Kennedy, surgical director of 
Beekman-Downtown Hospital in New York City. 

Here’s another answer: Almost three out of every 
ten accident victims can expect emergency handling 
that’s only poor to fair, according to a five-year survey 
of 62 cities conducted by Dr. George W. Curry of 
Flint, Michigan, for the American College of Sur- 
geons. This means that thousands of persons every 
day can expect—in their moments of greatest personal 
peril—as much hurt as help in the treatment that’s 
supposed to save their lives. 

These dangers are not remote or indirect. They can 
bring great pain and great grief to you and your 
family, perhaps within the next 24 hours: 

The real tragedy is that these are not isolated cases. 
In half of the nation’s large cities, according to the 
ASC survey, the citizens can expect poor emergency 
service. (In Chicago, fewer than seven per cent of 
all accident victims reach a hospital in a first-class 


_ambulance, according to the last detailed survey in 
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the city. Some 70 per cent of them must ride in taxis 

or on buses or with a passing motorist.) The people 

in smaller towns are better protected—but only 
slightly. 

What are the most common faults of an emergency 
service? 

1. The emergency services lack supervision, or even 

licensing, by the city. 
Many cities, for instance, lack a specified phone 
number—such as those for the fire or police— 
where an ambulance can be reached. Consequently, 
accident victims may lie in pain for a tortuously 
long time, or they may be jammed into the car 
of some well-meaning but mistaken motorist, before 
an ambulance comes. In other cities, three or four 
ambulances race recklessly to an accident scene in 
order to be the first to get the business. In many 
places, particularly in small towns and rural areas, 
the ambulances are operated by morticians—who 
naturally face a conflict of interests in handling 
accident victims. While most morticians are quite 
ethical in handling accident victims, a few are 
frank in admitting that they would prefer to pick 
up a funeral at an accident scene instead of a live 
victim whose financial condition is unknown. 

2. Ambulance attendants are frequently untrained in 
even the simplest first aid and, through sheer 
ignorance, often complicate injuries through mis- 
handling. 

“My own survey of ambulances in the state of Kan- 
sas shows that less than one-tenth of the ambulance 
attendants in Kansas have even rudimentary first- 
aid training, and those men are mostly war vet- 
erans.” wrote Dr. John A. Grove of Newton, Kan- 
sas, in his state medical journal. “The attitude has 
been, ‘Dump them in and let’s get going. . . .’” 

3. Many ambulances lack basic equipment—splints, 

oxygen-filled tanks, sterile dressings, obstetrical 
kits, ete. 
The well-equipped ambulance carries more than 
100 pieces of equipment from antiseptic soap to 
umbilical tape. Yet in many communities the 
ambulances carry little beyond a first-aid kit—if 
that. “Less than one-third of the ambulances in 
Kansas are equipped with splints,” wrote Dr. 
Grove. “The vehicles themselves have 250 horse- 
power. They are long and red or black, and they 
have loud sirens and bright lights, and they can 
go 100 m.p.h.; but what other than a stretcher do 
they have inside them?” His answer: virtually 
nothing. 

4. Some hospitals refuse to accept emergency victims 
because (a) they disrupt hospital routine and (b) 
nobody knows if the victim can pay his bills even 
if he should live. 

What can communities with poor emergency ser- 
vice do? 
For one thing, they can follow the example of 

Flint, Michigan. Nine years ago the emergency ser- 

vice in Flint was a public scandal. Today it is a 
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model of skilled emergency service. 

The turning point came in August 1949. Twice 
within three weeks, private ambulances racing to 
accident scenes — to beat the competition — sped 
through red lights and crashed into other vehicles. The 
toll: both ambulance drivers were killed and the 
drivers of the other vehicles were critically injured. 

Quickly the city, working with local medical men 
and morticians, moved in with a set of emergency 
service regulations: 

A central dispatching system was set up in police 

headquarters. By calling the police, folks were 

assured of getting an ambulance. And no matter 
how many calls came in, the dispatcher would send 

only one ambulance to an accident scene unless a 

police officer at the scene requested more. That 

halted all races between the various ambulance 
companies to get to the accident first. 

Priority on all emergency calls was given to com- 

panies operating ambulances exclusively; morticians 

operating ambulances became the second line of 
defense. 

The city was divided into two zones—north and 

south. An ambulance could answer calls only in 

its own zone unless specifically assigned to another 
zone by the police dispatcher. 

All ambulances had to carry certain § specified 

equipment, and all ambulance drivers and _at- 

tendants had to pass strict driving and first-aid 
tests, as provided by city ordinance. 

For those companies and individuals who didn’t 
want to follow the rules, the alternative was simple: 
their licenses would be suspended by the state. - - - 

Reproduced with permission from The Kiwanis 
Magazine, August, 1958, by the Accident Prevention 
Program, Public Health Service. 


LONG-TERM ILLNESS. Management of the 
Chronically Ill Patient, Edited by Michael G. Wohl, 
M.D., F.A.C.P. With the collaboration of seventy- 
nine contributing authorities. W. B. Saunders Co., 
Philadelphia. 1959. 748 pages. Price $17.00 

This publication presents in a single volume a 
rather comprehensive survey of overall present day 
management of the chronically ill patient. The first 
section deals with the general principles of home 
care, rehabilitation, psychologic problems and nursing 
procedures in the chronically ill patient. The second 
section discusses in very readable form the therapy 
of a wide variety of chronic illnesses affecting both 
young and old, as well as the management of de- 
generative disorders accompanying advancing age. 
Discussions by the various contributors are well or- 
ganized and written in a clear and easily understood 
fashion. 

This is not a reference manual of differential diag- 
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nosis and does not therefore aid the physician greatly 
in diagnosis of disease. It does present modern treat- 
ment methods in a very practical way. Discussion of 
supportive medical, psychologic, nursing and physical 
therapy in disorders in which such aspects are im- 
portant is included, as well as specific drug therapy. 
The practicing physician will find this volume bene- 
ficial in organizing the care of patients at home as 
well as in the office and hospital. 
Kelly T. McKee, M. D. 


THE CARE OF THE GERIATRIC PATIENT. 
E. V. Cowdry, Editor. C. V. Mosby Company, St. 
Louis, Mo., 1958. 438 pages. Price $8.00. 

This handbook assembles in nineteen chapters the 
opinions of as many authors on problems more or less 
unique to the increasingly large segment of the pop- 
ulation over the age sixty. Although the care of the 
aging is not a special field, such factors as declining 
earnings, declining sensory acuities, changing social 
status, increasing tolerance of disease and discomfort 
render an appreciation of these particular facets a 
necessity for the best possible care for these people. 
“Above all, he (the geriatrician) must have a liking 
for elderly people.” 

Among other things separate chapters treat psycho- 
logic, general medical, mental, surgical, anesthetic, 
nutritional, dental, and genetic aspects of the care 
of the elderly. Details of dietotherapy, drug ad- 
ministration, points of differential diagnosis are clear- 
ly set out. Careful consideration is given to nursing, 
nursing homes, hospitalization, rehabilitation, and or- 
ganizations and services available to this age group. 
The book is a valuable short summation of practical 
details pertaining to some of the salient problems in 
the treatment of the geriatric age group. 

C. M. Smythe 


DIFFICULT DIAGNOSIS, A GUIDE TO THE 
INTERPRETATION OF OBSCURE ILLNESS by 
H. J. Roberts. 913 pages, W. B. Saunders Co., Phila- 
delphia, 1958. Price $19.00. 

This is a book written for the practicing physician 
concerned with difficult medical diagnosis. It is in 
many ways a book like French’s “Index of Differential 
Diagnosis”, or Yater’s “Differential Diagnosis”. 

The book is organized into sections which not only 
present analyses of diseases by manifestations such as 
fever of unknown origin and obscure post operative 
complications, but which also consider anatomically 
oriented diseases as in sections on the nervous system, 
heart and great vessels, etc. In a book which men- 
tions or considers an almost numberless array of dis- 
eases and complications some conditions must neces- 
sarily be sketchily covered. This is amply made up for 
in an enormous bibliography of 103 pages which must 
contain over 2000 references, most of which are to 
relatively recent studies appearing in journals. The 
section on cutaneous medicine, which is accompanied 
by a 65 page atlas, has been well done. 
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Another added feature is an 163 page appendix 
which considers common laboratory and diagnostic 
procedures (with references) with a brief com- 
mentary (“Clinical Clues”) on the clinical applica- 
tions of each test. Finally, there is a 62 page double 
index, the first of which lists both signs and symptoms 
and the second general conditions. 

The book is a large, well organized compendium of 
facts. It is not a text designed for reading, but rather 
a reference index. It would be valuable in all libraries, 
to men preparing for careers in internal medicine, 
clinicians faced with challenging diagnostic problems, 
particularly in hospital practice, and to all consultants. 
Finally, men preparing for their specialty boards in 
internal medicine might find it a useful book. 

C. M. Smythe 


TREATMENT IN INTERNAL MEDICINE, Har- 
old Themas Hyman, M. D. J. B. Lippincott Co., 
Philadelphia. 1958, 609 pages. Price $12.50. 

This volume is organized in ten sections and 
covers the infectious diseases, metabolic  dis- 
turbances, neoplasms, allergies, collagen disorders, 
poisonings, disturbances of the circulatory system, 
disturbances of the blood and blood-forming organs, 
disturbances of the endocrine system, neuropsychiatric 
disturbances, and a final section relating to those 
problems often referred to specialists, or disease 
states usually considered as falling within the 
management area of certain of the medical special- 
ists. 

In each section Dr. Hyman has attempted to pro- 
vide the most recently recommended forms of treat- 
ment, and his sampling of the world’s literature is of 
encyclopedic magnitude. Throughout the work there 
are numerous tables and outline forms which could 
be particularly helpful in differential diagnostic con- 
siderations. For each specific entity or syndrome 
there is a brief review of background material and 
often some discussion of diagnostic criteria, followed 
by a presentation of the most recently recommended 
forms of therapy. Certain alternative approaches are 
presented in most instances, and comment on the 
relative advantages and disadvantages of various 
therapeutic measures are made. At frequent points, 
lists of therapeutic agents are gathered into roster 
form with suitable comment. 

In any work of this type there are usually specific 
areas where certain inadequacies can be pointed out. 
In this particular, the discussion relating to the sec- 
tions on the disturbances of the blood and blood- 
forming organs, disturbances of leukocytes, thrombo- 
cytes and the spleen, is not as thorough as would 
be desirable, particularly in relationship to the 
material included in background discussion of the 
differential diagnosis. Also the references to available 
articles discussing the therapeutic approaches which 
might be referred to, and which should give the 
practitioner broader concepts as to when and when 
not to employ certain of the recommended agents, 
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are not as well chosen as in some of the other sec- 
tions. 

The enthusiasm of the author for the use of 
steroids in a number of conditions where their use 
is endorsed will not appeal to some physicians, and 
likewise his empiric enthusiasm to “provide an anti- 
infective umbrella (penicillin and a tetracycline...” 
is another area of debatable advisability. The book 
is well organized, with an excellent grouping of the 
subject matter, and voluminously indexed. Through- 
out the text there are numerous cross-references. For 
a busy practitioner this book will serve as a source 
of ready reference to current concepts of therapeu- 
tics, of specific as well as symptomatic and preventive 
types. Among one of the more valued features of the 
book are discussions of measures of importance in 
the long-term management of chronic illness, an area 
of management often neglected by other treatises of 
this type. 

Vince Moseley, M. D. 


THE ANATOMY OF THE NERVOUS SYSTEM, 
Stephen Walter Ransom, M. D., PhD. Revised by 
Sam Lillard Clark, M. D., PhD. 10th Edition. W. & 
B. Saunders Company., Philadelphia and London. 

This is the Tenth Edition of this book which is 
reccgnized internationally as one of the best de- 
scriptions of the anatomy of the nervous systems. 

It gives an excellently clear picture of the nervous 
system as a working mechanism, the subject is ap- 
proached from the dynamic rather than the static 
point of view and the truly significant advances in 
the study of the relationship between structure and 
function are presented to help the physician en- 
hance his diagnostic technique. It is thoroughly up- 
to-date and gives a balanced and clear picture of 
present views of the pyramidal and extrapyramidal 
system. 


This book should be in the possession of every stu- 
dent of medicine; it is one of the few which will al- 
ways be an essential in his medical library. If this is 
the fare of the undergraduates of Northwestern 
Medical School they certainly have cause to value 
their teachers. 

Brian O'Connor, M. D. 


PEDIATRIC NEUROLOGY by Stanley S. Lamm, 
M. D. Ist Edition, Landsberger Medical Books, Inc., 
New York. 

It is difficult to review this text-book on pediatric 
neurology because it is difficult to assess its place in 
the teaching and understanding of this increasingly 
important subject. 

It has many excellent chapters all of them have a 
good and up-to-date bibliography. Penfield’s simple 
and sound classification of epilepsy has been used 
and the infections of the central nervous system have 
received the attention which they demand, therapy, 
probably of necessity, is scantily discussed. The qual- 
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ity of the illustrations could be improved and more 
could have been included advantageously. It is a pity 
that more attention has not been given to anatomy 
and physiology which are so essential to an under- 
standing of neurological diseases, 

As Dr. Lamm states, the relationship between pedi- 
atrics and neurology is continually growing closer 
and he has endeavored to point out the influence on 
each other of recent advances in both fields. It is a 
good introductory text for the students but will not 
satisfy the average resident for long. 

Brian O‘Connor, M. D. 


« DISEASES OF THE COLON AND RECTUM. 
Edited by Robert Turell, M. D. 1296 pages in 2 
volumes. 974 illustrations on 634 figures. Price $35.00. 
W. B. Saunders Company, Philadelphia. 1959. 

Last summer at the A. M. A. meeting in San 
Francisco, Dr. Robert Turell, in the role of an ex- 
pectant author, stopped at my scientific exhibit booth 
to chat and, incidentally, to brief me on his forth- 
coming tome. After reviewing it, Dr. Turell’s Dis- 
eases of the Colon and Rectum is readily recognized 
as a significant and impressive contribution to procto- 
Jogic literature. Eighty-two authors, predominantly 
American, have written clearly and instructively the 
various chapters “to create a practical, progressive 
and complete, though not an encyclopedic textbook 
of the colon and anorectum”. 

The chapter on surgical anatomy, by J. C. Golli- 
gher, incorporates the newer concepts of applied ano- 
rectal anatomy as recently developed under the 
auspices of the St. Marks Hospital for Diseases of the 
Rectum and Colon, London. This superb chapter 
lucidly written and adequately illustrated should be 
required reading for residents who are learning to do 
anorectal operations. 

Hemorrhoids and various techniques of hemor- 
thoidectomies, both new and old, are described by 
Richard T. Shackelford. Many who read the chapter 
will wrinkle their eyebrows when they see the picture 
and the description of the “rectal plug”—that horrify- 
ing item which most modern surgeons have happily 
discarded to the medical museums. 

Turell’s “Diseases of the Colon and Rectum” can 
be wholeheartedly recommended for all concerned 
with diagnosing and treating disorders of the un- 
glamorous but very fundamental portion of the ali- 
mentary canal. 


Leon Banov, Jr., M. D. 


CURRENT THERAPY — 1959, LATEST AP- 
PROVED METHODS OF TREATMENT FOR THE 
PRACTICING PHYSICIAN. Edited by Howard F. 
Conn. W. B. Saunders Company, Philadelphia, 1959. 
Price $12.00. 

This most recent volume of an excellent and well 
established series of annual reports on Therapy lives 
well up to the earlier standards. It makes an excellent 
reference book for the practicing physician, and the 
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expositions of treatment are brief and _ satisfyingly 
lucid. Those who write them are of excellent stand- 
ing, and allowing for the occasional personal prefer- 
ence of the reader, their advice may be taken as 
Gospel. 

yiw 


THE BIRTH OF NORMAL BABIES. Lyon P. 
Strean, Ph.D. Twayne Publishers, Inc. New York, 
1958. Price $3.95. 

This book is a crusade by the author for the educa- 
tion of the general public concerning the crucial first 
trimester of pregnancy. 

His basic idea of interruption of normal formation 
of vital organs and systems of the fetus by sudden 
fear, shock, emotional injuries, and drug reactions in 
the mother, seem to be upheld in theory by most re- 
cent investigators. 

His experiments producing cleft palate in the rat 
by feeding cortisone at the time of fusion of this 
structure is impressive. His case reports in the human, 
however, start with the newborn infant who has a 
congenital deformity and work back through the 
mother’s history of early pregnancy. She attempts to 
remember some traumatic experience in early preg- 
nancy. The deformity of the infant is then blamed 
upon this experience. 

This retrospective study, of course, is non-scientific 
and does not represent true sampling. 

The book offers fairly interesting reading until the 
author loses himself in his enthusiasm for a theoretical 
problem. 

I certainly agree with the author concerning the 
seriousness of the first trimester of pregnancy; how- 
ever, I could not recommend this reading for the 
newlywed or for parents of a deformed child, who 
might in retrospect blame themselves for the de- 
formity after recalling some trivial accident during 
pregnancy. 

Louis E. Nesmith, M. D. 


NEW AND NON OFFICIAL DRUGS—Containing 
Descriptions of Therapeutic, Prophylactic and Diag- 
nostic Agents Evaluated by The Council on Drugs 
of The American Medical Association, 1959. J. B. 
Lippincott Company, Philadelphia. Price $3.35. 

The annual edition of this authentic and reliable 
publication brings as usual much dependable informa- 
tion. In the great flow of new products touted for 
therapeutic use, it is good to have a literary ship in 
which we can steer our course to avoid the rocks and 
shoals set up by over-enthusiastic promotion. It 
should be a handbook for every practitioner. , 


THE FUNCTIONAL ORGANIZATION OF THE 
DIENCEPHALON by W. R. Hess. Grune & Stratton, 
Inc., New York. 1958. Price $7.00. 

This is an English translation and summarization 
of many of the important contributions of the noted 
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Swiss neurophysiologist, Prof. W. R. Hess. Professor 
Hess has been investigating the diencephalon for over 
a quarter of a century. 

The book is divided into three parts; (1) the auto- 
nomic functions of the hypothalamus, (2) the extra- 
pyramidal motor functions of the diencephalon, and 
(3) data on methods and instructions on experimental 
techniques. 

This book is the analysis of much work, but is 
recommended primarily for those with substantial 
neurological and neurophysiological backgrounds. 

M. 


PRACTICAL DERMATOLOGY by George M. 
Lewis, M. D. F.A.C.P. 2nd Edition. W. B. Saunders 
Co., Philadelphia. 363 pages, 555 illustrations. Price 
$8.50. 

This is an excellent book on diseases of the skin for 
the medical student and for the general medical man. 
Dr. Lewis has brought the text up-to-date and has 
included a chapter on Basic Medical Sciences in 
Dermatology. There is a formulary appended which 
is well written and succinct. 

The illustrations are excellent. The book is written 
in simple concise language and is limited to the com- 
mon dermatoses of everyday practice. Only the best 
treatment for each disease is given. Diagnostic aids 
are given wherever they may be helpful. 

The arrangement is practical and it is easy to look 
up either symptom or disease. A most helpful differ- 
ential chart on page 91 covering the nine most com- 
mon papulosquamous diseases of the trunk is typical 
of the book. 

Recommended most highly as a good everyday 
book for the doctor’s shelf. 

John van de Erve, M. D. 


ABSTRACTS 


The Possible Role of Smegma in Carcinoma of The 
Cervix. H. C. Heins, Jr., E. J. Dennis and H. R. 
Pratt-Thomas (Charleston). Am. J. Obst. & Gynec. 
76:726-735 (Oct.) 1958. 

The authors performed experiments on mice into 
whose cervices and upper vaginas raw human smegma, 
obtained by retraction of the foreskin and evacuation 
of this material from about the glans in uncircum- 
cised male inmates at the South Carolina State Hos- 
pital in Columbia, was applied repeatedly by 2 basic 
methods; these methods were by means of a metal 
speculum and by the injection of a single “dose” into 
the vagina followed by closure of the vaginal orifice 
with sutures. Biweekly vaginal injections of culture 
of 100% Mycobacterium smegmatis and biweekly 
injections of 100% Myco. smegmatis in culture with 
5% cholesterol also were performed on mice. Of 88 
mice used for the injection of raw smegma followed 
by vaginal ligation, epidermoid carcinoma occurred 


203 


4 
‘ 
| 
i t 


in 8 (10%) and marked hyperplastic changes in 22 
(25% ). Thus, there were significant changes in 35% 
of the animals. These results show that carcinoma of 
the cervix can be produced by human smegma if the 
stimulus is continued for 14 months or more. Whole 
smegma, as well as some of its components, is 
stimulatory to the cervicovaginal epithelium of mice, 
and invasive carcinoma will eventuate if the stimulus 
exists. Whole raw smegma has proved to be the most 
effective stimulus in these experiments. The ob- 
jections to the use of lower animals in reference to 
human cancer are obvious. A similar study with the 
use of an experimental animal of primate level is con- 
templated. 


Complications of Endotracheal Intubation. William 
Hamelberg, M. D., (Charleston), C. Merle Welch, 
M. D., John Siddall, M. D., and Jay Jacoby, M. D. 
J.A.M.A. 168: 1959 (Dec. 13, 1958) 

Complications occurring after endotracheal intuba- 
tion for general anesthesia were studied in 1,932 
patients, with special reference to the possibility of 
reducing post-intubation symptoms by the topical use 
of hydrocortisone. However, the topical use of hydro- 
cortisone proved to be of no benefit in reducing the 
incidence of these symptoms. 

The overall incidence of symptoms was approxi- 
mately 45 percent, with the interesting finding that 
3 out of every 5 patients with predisposing factors 
such as naso-gastric tube, nasal oxygen, or operations 
involving the oro-pharynx developed symptoms 
whereas in the group without these predisposing 
factors 1 out of 3 developed symptoms. A slight in- 
crease in the incidence of symptoms occurred in those 
patients judged to be difficult to intubate and in those 
patients who were intubated by the nasal route. 


SCISSORISMS 


LAMENT OF THE NORMAL CHILD 

In November 1956, the Florida Pediatric Society 
held a meeting at Clearwater and, among others, 
were fortunate to have Dr. Richard E. Wolf of Cin- 
cinnati, a pediatric psychiatrist, speak to them on 
behavior problems of childhood. The paper has now 
been published in the Journal of the Florida Medical 
Association, for October, 1958, and is worth anyone’s 
time to read. Space forbids a long review, but at the 
end of the article is a quoted poem, said by Dr. Wolf 
to be annonymous, in which there is food for thought. 
It is entitled: “The Lament of the Normal Child.” 
I was strolling past a school house, when I spied a 

sobbing lad, 

His little face was sorrowful and pale. 

“Come tell me why you weep,” I said, “and why you 

seem so sad,” 
And thus the urchin lisped his tragic tale: 
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“My school you know is a modern school with numer- 
ous modern graces 

And there they cling to the modern rule, “Cherish the 
Problem Cases.” 

From nine to three I develope me, I dance when I'm 
feeling dancy, 

Or I lay on with my crayon the colors that suit my 
fancy, 

But when the commoner tasks are done, deserted, 
ignored I stand, 

For the others all complexes have, or a hyperactive 
gland. 

Ah, how can I ever be reconciled to my hateful normal 
station? 

Why couldn’t I be a problem child, endowed with a 
small fixation? 

Why wasn’t I trained for a problem child, with an 
interesting fixation? 

I dread the sound of the morning bell. The iron has 
entered my soul, 

I’m a square little peg who fits too well in a square 
little normal hole. 

For seven years in Mortimer Sears has the Oedipus 
angle flourished, 

And Jessamire Gray, she cheats at play, because she 
is undernourished. 

The teacher beams on Frederick Knipe with scientific 
gratitude. 

For Fred, they claim is a perfect type of the anti- 
social attitude. 

And Cuthbert Jones has his temper riled in a way 
professors mention. 

I'm nothing at all but a Normal Child, so I don’t get 
the least attention. 

The others jeer as they pass me by. They titter with- 
out forbearance 

He’s perfectly normal they swiftly cry, With perfectly 
normal parents. 

For I learned to read with normal speed; I answer 
when I am commanded. 

Infected antrums don’t give me tantrums, I don’t even 
write left-handed 

I build with blocks when they give me blocks; when 
it’s busy hour, I labor 

And I seldom delight in handing socks on the ear of 
my little neighbor. 

So here, by luckier lads reviled, I sit on the steps 
alone. 

Why couldn’t I be a problem child with a case to call 
my own? 

Why wasn’t I born a Problem Child with a complex 

all my own? 

Will all “do-gooders” in this field please notice? 
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Underweight Children Gain and Retain Weight 
with Nilevar® 


One of the most convincing evidences of the 
anabolic activity of Nilevar, brand of norethan- 
drolone, has been its ability to improve appetite 
and increase weight in poorly nourished, under- 
weight children. 

A highly important feature of the weight gain 

thus produced is that it is not ordinarily mani- 
fested by deposition of fat but as muscle tissue 
resulting from the protein anabolism induced by 
Nilevar. 
Anorexia and “Weight Lag” Study—Brown, 
Libo and Nussbaum have reported* consistent 
and definite increases in rate of weight gain in 
eighty-six patients, ranging in age from 7 weeks 
to 15% years. This beneficial action of Nilevar 
was observed in the patients with organic and 
traumatic disorders as well as those whose only 
complaints were poor appetite and/or persist- 
ent failure to gain weight. 

In this study, the weight gained was not lost 


after discontinuance of Nilevar therapy al- 
though many patients did not continue the sharp 
gains effected by the drug. 

The authors are of the opinion that Nilevar 
is a highly useful anabolic agent for influencing 
weight gain in underweight children. 

When Nilevar is administered to children a 
dose of 0.25 mg. per pound of body weight is 
recommended and continuous dosage for more 
than three months is not recommended. 

Nilevar is supplied as tablets of 10 mg., drops 
of 0.25 mg. per drop and ampuls of 25 mg. in 1 
cc. of sesame oil. Further dosage information in 
Searle Reference Manual No. 4. 

G. D. Searle & Co., Chicago 80, Illinois, 
Research in the Service of Medicine. 


*Brown, S.S.; Libo,H.W., and Nussb A.H.: Norethandrol 

in the Successful Manag of A ja and ‘Weight Lag’’ in 
Children, Scientific Exhibit presented at the Annual Meeting of the 
American Academy of Pediatrics, Chicago, Oct. 20-23, 1958. 
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1. Cooperation 


To promote closer cooperation and 
better understanding between all 
agencies, groups and individuals con- 
cerned with providing and improving 
medical care for the people of South 
Carolina. 


2. Extension of Medical Care 


To study constantly the need and 
availability of medical care in each 
county of the State and in the State at 
large. 

To promote plans for providing or 
improving medical care where is a 
need, particularly in the rural areas. 


3. Pre-Paid Hospital and Medical Care 


To make voluntary pre-paid hospital 
and sickness insurance available to all 
the people of the State (through Blue 
Cross, Blue Shield, and commercial in- 
surance policies), and to promote the 
widespread purchase of such insurance. 


4. Care of Indigent 


To work with local county and state 
agencies, and with philanthropic or- 
ganizations, toward securing good 
medical care for the indigent. 


5. Public Health 


To support the South Carolina State 
Board of Health in its broad program 
of preventing diseases and of safe- 
guarding the health of our people. 


6. Health Councils 


To support the State Health Council 
in its announced program. To sponsor 
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the formation of a County Health 
Council in every county of the state, 
and to encourage our members to sup- 
port and to work with these organiza- 
tlo.s. 


7. Hospitals 


To promote the expansion of present 
hospital facilities and the building of 
new hospitals—where there is a definite 
need. 


To strive for highest standards of 
professional care in the hospitals in the 
State. 


8. Medical Colleges 


To support the Medical College of 
South Carolina and to bend our efforts 
toward keeping its standards of educa- 
tion on a par with other medical col- 
leges throughout the country. 


To promote good nursing education 
and good nursing care throughout the 
State. 


9. Education of the Public 


To acquaint the citizens of the State 
with regard to the problems of medical 
care in existence today, to inform them 
as to what is being done to solve these 
problems, and to advise with them as 
to further plans for securing better 
health and better medical care for the 
people of South Carolina. 


10. Political Medicine —— 


To prevent political control or 
domination of medical practice or of 
medical education. 
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